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The steady growth of the proportion 
of older people within the total popu- 
lation has intensified the need for an 
understanding of the mental and emo- 
tional processes that take place during 
and after the transition from maturity 
to old age. Past observations on the 
older age groups have been concerned 
predominantly with borderline phenom- 
ena, that is to say, with problems of 
senility, while relatively little attention 
has focussed on the mental changes 
effected during the ageing process in 
those older individuals to whom the 
psychiatrist commonly refers as “nor- 
mal.” The area which has probably 
been covered best concerns the intellec- 
tual changes with age. Here studies 
have been conducted by several investi- 
gators and the results have shown a 
considerable amount of agreement(2, 3, 
5, 6, 8, 9, 11, 14, 15). Of the other aspects 
of personality structure only few have 
been explored and there is some conflict 
between the findings(1, 4, 7, 12, 13). 

The immediate task, then, is to com- 
plete the list of standards that will allow 
us to predict the average performances 
which may be expected on different age 
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levels. The existence of general norms 
of this kind will (a) help the clinician 
to distinguish the phenomena of senility 
from those forms of decline that are 
likely to appear in the course of normal 
ageing and (b) assist the gerontologists 
in their effort to revise some current 
concepts of the abilities, needs and prob- 
lems of the older and old persons and to 
substitute investigations and study for 
notions based too frequently on assump- 
tions. 

Some of the specific points on which 
information is wanted are the follow- 
ing: In what manner and to what extent 
does age drain the resources of imagina- 
tion? Is it possible to define a crucial 
age period around which deterioration 
of the imaginative powers is likely to 
occur? Does the amount of anxiety 
decrease or increase with age and what’ 
are the specific manifestations of anx- 
iety? In what manner does the older 
person try to cope with his environ- 
ment? Does he withdraw from stimu- 
lation and responsibilities? In an at- 


tempt to contribute towards answering 
these and other questions and towards 
establishing the kind of norms that are 
needed we have studied the personality 
structure of a representative sample 
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group of older people by means of the 
Rorschach projective method. 


MATERIAL AND METHODS 


Thirty-five persons were examined. 
Their ages ranged from 50 to 80. Thus 
we have covered both the period of in- 
volution and the period of old age. In 
order to gain some insight into the suc- 
cessive development from one age level 
to a higher and still a higher level, the 
total group was selected so as to form 
three sub-groups which are almost 
equal in size. The first sub-group in- 
cludes individuals from 50 to 60, con- 
sists of 13 subjects, and will be referred 
to as Group A. The second sub-group 
ranges in age from 61 to 70, consists of 
12 subjects, and will be called Group B. 
The third sub-group, in which there are 
10 subjects, ranges from 71 to 80 years 
and will be designated as Group C. All 
findings are reported separately for the 
three groups so as to allow continuous 
comparisons between these three dec- 
ades of human life. 

There were 17 women and 18 men in 
the total group. All subjects can be de- 
scribed as “normal,” that is to say, no 
individual had any mental defect that 
would have required him or her to seek 
the protection of an institution or tute- 
lage of any other kind. All subjects 
were able to carry on their everyday 
‘life. 

The administration of the tests and 
the scoring technique were according to 
the standards laid down by the Rors- 
chach Institute(3). 


RESULTS 


Number of Responses. The average 
number of responses for all three age 
groups is within normal limits tending 
towards the low end of the range. 


M. PRADOS & E. G, FRIED 


The Manner of Approach. In all 
three age groups there is a preponder- 
ance of whole responses over detail re- 
sponses. This overemphasis is most 
pronounced in Group A, somewhat 
smaller in Group B and considerably 
reduced although still existent in Group 
C. Together with the predominance 
of W must be considered the fact that 
the quality of the W responses is gen- 
erally poor, the construction being fre- 
quently unprecise and arbitrary. Non- 
committal responses are the rule, such 
as: “This is an island,” “a map,” “a 
fringe,” “‘the inside of a body.” Those 
whole responses that were more sharply 
defined were on a popular, average level. 
Only in few cases was the construction 
above normal. 

Concomitant with the overemphasis 
on whole responses is the underemphasis 
of details. Again the balance between 
whole and detail responses comes clos- 
est to normal in age group C. The 
relationship between whole and detail 
responses, distributed during the fifties 
and sixties, tends to come within an 
average range in the seventies. 

The percentage of small details (d), 
unusual details (Dd) and white spaces 
(S) is very small, almost negligible in 
all three groups. It might be significant 
to point out that space responses (S) 
shqwed a definite tendency to disappear 
in Group C. 

Intellectual Control. The F% is 
within normal limits for all three 
groups, with a tendency for F responses 
to increase after the sixth decade. The 
form accuracy level of the total sample 
is not high. Moreover, it declines with 
increasing age. The deterioration of 
form accuracy is manifested in a de- 
crease of F responses rather than in an 
increase of F-responses. 

Inner Control. Our records show 
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Taste 1. Rorschach responses for age groups A, B and C 














Groups 
A B 4 
Number of responses : 
hth + suiha wae ws supadvea bh seas sameness 20 23 20 
Percentage of cases: 
POE Sch ovue Bocce veteodro che ro8scics cx 39.6% 33.5% 20.0% 
SE ibis 4a da ice bat new e den sitde kw Rs 53.2 42.4 80.0 
REE Ad siki tre dae We nanan h wins ocathie <4 7.2 24.1 0.0 
Distribution of locations 
a ia a ia Bie i ek a gas og 61.0% 52.0% 43.0% 
MRI 4 Soda gue aVeaak Go bW eens chetncbhaey 37.0 46.0 55.0 
GNSS wbid Scars bU Gb ade e Cncah ee eeendeaheie 1.3 1.1 1.3 
ED i cniclsin ua. oe duucd ean aGs ss0vek sos 7 9 7 
Whvle-detail relationship : 
a a 90.0% 50.0% 20.0% 
Incidence of form responses : 
ee ge REE US pe ene 23.5% 9.0% 20.0% 
EE 8 COL GEE To PR a etn ee 69.0 75.0 50.0 
ee bikes 7.5 16.0 30.0 
Form accuracy level: 
EE MR IN Nh Gee bekiackethecdeCunk¥bcscenne 29.7% 23.5% 15.6% 
ky DRE Se AOS Sei ee eA St oe Se 48.7 49.2 62.0 
TERN OE NICE tt ee ee > ee Re 21.6 27.3 22.4 
Incidence of movement responses 
ERR SESE SES SEO STEE CE  Re EE 2.6 1.9 18 
Cases with total lack of M ......... cece ccces 24.0% 22.0% 30.0% 
Proportion FM and M: 
ie BP REPRO SS OEE Se ee eS 48 5.0 5.1 
Percentage of cases FM >M ................. 75.0% 75.0% 100.0% 
Average number of color responses 
EEE ACERS SEO? F ap Oe 18 1.7 23 
EE ho ho ewhe kasha 6abddniebenawas 1.5 1.6 25 
BST OA SS Ba a AR a A Ein yj te .23 25 
Total lack of any color response ............... 17.0% 0.0% 20.0% 
— balance : 
Sines bibmichndbaewonwe Meweunie tia. s +sudiice 2.6:2.8 1.9 :2.7 1.8 :2.2 
Ok | Xf 3 -y GR See eaiaipeci cr an 48 :1.3 5.0:2.4 §.1:1.2 
VilI—xX 
sci: ume Te ts snierudbias ciengiiatedh sos esebekus 37.7% 42.0% 36.5% 
Coarctation, i.e, M + C <3 ..............005. 32 33 50 
Intermediate, i.e, M + C between 45 .......... 15 34 20 
Dilation, i.c., M + C =6 or over .............. 53 33 30 
a dhaes 3.9:1 3.4:1 3.5:1 
Incidence of animal content : 
ME I nooks Coa ee keV uc ca Ge kis cceeciarc. 43 45 49 
Instability and disability ratings : 
RET A CSE” Ne se ee 6.3 7.7 8.5 
ORE OS Seta ae pee 5.0 4.7 9.5 





that an impoverishment with regard to ™M _ responses is normal, though on the 
movement responses occurs after the low side for the age group between 50 
sixth decade. The average number of to 60 but the two age groups over 60 
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group of older people by means of the 
Rorschach projective method. 


MATERIAL AND METHODS 
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RESULTS 
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number of responses for all three age 
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The Manner of Approach. In all 
three age groups there is a preponder- 
ance of whole responses over detail re- 
sponses. This overemphasis is most 
pronounced in Group A, somewhat 
smaller in Group B and considerably 
reduced although still existent in Group 
C. Together with the predominance 
of W must be considered the fact that 
the quality of the W responses is gen- 
erally poor, the construction being fre- 
quently unprecise and arbitrary. Non- 
committal responses are the rule, such 
as: “This is an island,” “a map,” “a 
fringe,” “the inside of a body.” Those 
whole responses that were more sharply 
defined were on a popular, average level. 
Only in few cases was the construction 
above normal. 

Concomitant with the overemphasis 
on whole responses is the underemphasis 
of details. Again the balance between 
whole and detail responses comes clos- 
est to normal in age group C. The 
relationship between whole and detail 
responses, distributed during the fifties 
and sixties, tends to come within an 
average range in the seventies. 

The percentage of small details (d), 
unusual details (Dd) and white spaces 
(S) is very small, almost negligible in 
all three groups. It might be significant 
to. point out that space responses (S) 
shqwed a definite tendency to disappear 
in Group C. 

Intellectual Control. The F% is 
within normal limits for all three 
groups, with a tendency for F responses 
to increase after the sixth decade. The 
form accuracy level of the total sample 
is not high. Moreover, it declines with 
increasing age. The deterioration of 
form accuracy is manifested in a de- 
crease of F responses rather than in an 
increase of F-responses. 

Inner Control. Our records show 
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Taste 1. Rorschach responses for age groups A, B and C 














Groups 
A B %y 
Number of responses : 
Ra ca nah inte cae dda ust caks aakenees 20 23 20 
Percentage of cases: 
TEE cece Conn. sto sabi ce her rks ccetes 39.6% 33.5% 20.0% 
EE ans Se bose Gah eae oes Panes bbe sc subeeeS 53.2 42.4 80.0 
I sinsinnn sa-auk ianienesek sick vaetiden é 7.2 24.1 0.0 
Distribution of locations 
RS i cakes a ath suk ccd abksé haaa oe 61.0% 52.0% 43.0% 
TERME DORE TWehSbe9041 00s Cah oehe taxbiaclaene 37.0 46.0 55.0 
ME PERAIG EES CONG vs b 00 Weak odode lal ch eieccdaness 1.3 1.1 1.3 
a iia ales is. sacks NARA TEs 000 ¥'%ea'8 7 Q 7 
Whovle-detail relationship : 
| RESSESSIES SSA TER POE ge iy an ea 90.0% 50.0% 20.0% 
Incidence of form responses : 
ee I UI Ch chick eck ck vicad ¥ebcccbehices 23.5% 9.0% 20.0% 
I hi i a cet. Stan ae 69.0 75.0 50.0 
NE idee 7.5 16.0 30.0 
Form accuracy level 
RI ined Se ce cwecubacs bauus saseniedesds 29.7% 23.5% 15.6% 
CG Oks awe bus baa is cd Ca bbca Sek c sc ccdeeacs 48.7 49.2 62.0 
NT Teich acai Rebowh cWeud oda odio cabs cds 21.6 27.3 22.4 
Incidence of movement responses 
EERE SR REBEL © Aen me A eee 2.6 19 18 
Cases with total lack of M .................... 24.0% 22.0% 0% 
Proportion FM and M: 
MN PMD Sn Carus oder c was ce C8. bec lcb cco ckices 48 5.0 5.1 
Percentage of cases FM >M ................. 75.0% 75.0% 100.0% 
Average number of color responses 
9 ARR SI SP th SCR: aA eRe Poa Sa 18 1.7 23 
EE ogi whidin we nies dia dates 4 tis KK ALi ccc 1.5 1.6 25 
EE ACERS votes Poet eccec sn skcerkead deat .23 25 30 
Total lack of any color response ............... 17.0% 0.0% 20.0% 
— balance : 
sal ein Sabine ica Weian dant waie'dwlbed buain'o sted thea 2.6 :2.8 1.9 :2.7 1.8:2.2 
OM a 48:13 5.0 :2.4 §.1:1.2 
Vill — 
= = eins aiciisei Sine o-dbubhapae ae 04 Maciens 37.7% 42.0% 36.5% 
Coarctation, i.c., M + C <3 ............0.005. 32 33 50 
Intermediate, i.e, M + C between 4-5 .......... 15 34 20 
Dilation, i.e., M + C =6 or over .............. 53 33 30 
I Oe i on ances t abies 3.9:1 3.4:1 3.5:1 
Incidence of animal content : 
DUE UE ase autatinuad ec eces cet ch ach ocd onicc. 43 45 49 
Instability and disability ratings : 
Me ON 55 oc EUS ta. hk 6.3 7.7 8.5 
I I a eh eS a a 5.0 4.7 9.5 





that an impoverishment with regard to M _ responses is normal, though on the 
movement responses occurs after the low side for the age group between 50 
sixth decade. The average number of to 60 but the two age groups over 60 
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do not produce a sufficient number of 
responses to yield a normal group aver- 
age. 

The percentage of cases that did not 
produce any movement response at all 
is high in all three groups, but in Group 
A there are sufficient cases with richer 
movement responses to render the group 
average normal. That is to say, the 
impoverishment has already set in but 
it is sporadic. 

Particularly striking is the very high 
percentage of animal movement re- 
sponses (FM) and their preponderance 
over the human movement responses 
(M). The picture is similar to that 
found in children and young people of 
pre-puberty age. The mean number of 
FM outweighs the mean number of M 
decidedly for all three age groups. But 
the prominence of FM responses is 
greatest in the oldest age group, where 
100% of all subjects produced more 
FM than M. Only in one single rec- 
ord did an inanimate movement re- 
sponse (m) occur. 

Outer Control. The records of all 
three groups are low on form-color re- 
sponses (FC). A comparatively large 
proportion of individuals, particularly 
in the oldest age group, have not a 
single FC response. With regard to 
the color-form responses (CF), the dis- 
tribution tends towards extremes. A 
relatively high proportion of subjects 
has more CF responses than usually oc- 
cur in a balanced record, while at the 
same time the proportion of those who 
do not produce a single CF response is 
considerable. 

The percentage of crude color re- 
sponses (C) is relatively high in all 
three groups. 

The expected normal relationship 
=FC>23(CF+C) is found only in 
about 30% of our records. The reverse 
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relationship =FC<23(CF+C) pre- 
vails in the age groups over 60. 

Shading and Achromatic Responses. 
Shading effects do not appear to have 
a particular significance in the records 
of the three groups. Group B shows a 
slight preponderance of c responses over 
Group A and C. 

Experience Balance. There are con- 
flicting tendencies as far as the experi- 
ence balance is concerned. In none of 
the three groups is the indication of ex- 
traversion, ambiequality or introver- 
sion clear and uniform. The first indi- 
cation of the experience balance, ratio 
M:C, points at ambiequality in the age 
group 50-60 and shows the existence of 
a slight extraversial tendency in the sub- 
jects over 60. However, the second in- 
dication of the experience balance, ratio 
(FM + m): (c + C’) points in another 
direction. The animal movement re- 
sponses (FM) plus the inanimate move- 
ment responses (m) decidedly out- 
weigh the texture (c) plus achromatic 
(C’) responses, thus revealing that 
there are introversial tendencies which 
have not come to expression. Finally, 
as to the last indication of the experi- 
ence balance, the percentage of re- 
sponses elicited by the last three cards, 
all three groups show a certain though 
not conspicuous overproduction. 

Table 1 shows that a development 
from dilation to coarctation occurs with 
increasing age. Thus Group A shows 
a predominance of dilated records. In 
Group B there is an even distribution 
of dilated, coarcted and intermediary 
records and in Group C the coarcted 
records prevail. 

The Content of Responses. The in- 
dividuals over 60 rely more heavily on 
animal concepts for content formation 
than the lowest age group. In all three 
groups the range of concepts from other 
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than the animal area seems narrowed 
down. The anatomical responses, 
though tending to increase with age, 
are always within normal limits. Sex- 
ual responses are completely absent in 
all records. 

Popular and Original Responses. 
Neither the percentage of the popular 
nor of the original responses was re- 
markable as far as Groups A and B 
are concerned. However, Group C 
shows a certain incapacity to produce 
an adequate number of popular re- 
sponses. In records such as those of 
Group C, which show a relatively low 
R, the popular responses should con- 
tribute approximately 25% of the total 
answers. The proportion of popular 
responses projected by Group C falls 
below this norm. 

Instability and Disability. Instability 
and disability ratings for all three 
groups were computed according to the 
method developed and described by 
Ross and Ross(10). Although this 
technique of rating is new and awaits 
further elaboration and trial, we believe 
that its application to our case material 
allows some general conclusions. 

A comparison with the instability 
ratings presented by Ross and Ross(10) 
shows that our three age groups are in 
an intermediate position. They are 
neither extremely unstable nor free of 
instability, but seem, on the whole, to 
lean more towards that end of the scale 
which designates a low degree of neu- 
roticism than towards the end of the 
scale that would indicate an extreme 
degree. The instability scores of our 
three groups tend to increase with in- 
creasing age. 

The disability scores reveal a signifi- 
cant difference between the individuals 
under 70 on the one hand, and those 
over 70 on the other. There is a de- 
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cided increase in disability after the 
seventh decade, suggesting that devel- 
opment towards senility has set in. The 
disability score of the age group over 
70 is decidedly higher than that which 
can be expected for adult individuals 
of younger age, but it is at the same 
time considerably lower than the aver- 
age disability score for cases with “or- 
ganic” brain disease. The fact that the 
group 60 to 70 shows no increase at all 
in disability over the group 50 to 60 is 
noteworthy. 


DIscUSSION 


Our findings reveal certain specific 
features of the personality structure of 
the individuals who were tested in both 
the intellectual and emotional aspects of 
the personality. A number of indica- 
tions make it clear that the intellectual 
approach of the older and old groups 
shows some qualitative characteristics 
which we may regard as a function of 
age. 

There is first the pronounced over- 
production of whole responses (W) by 
the two age groups under 70, and the 
concomitant underestimation of big 
details (D). If we interpret this high 
number of whole responses in conjunc- 
tion with the vague, evasive and unpre- 
cise construction which was evident in 
the majority of cases, and if we further- 
more consider the low number of hu- 
man movement responses, we feel bound 
to conclude that the overproduction of 
W does not derive from a high and pro- 
ductive form of mental activity. Rather 
it shows an anxious and fruitless at- 
tempt to cope with the difficulties of the 
testing situation. It points at a certain 
awareness of intellectual inadequacy. 
The individuals fear that they may not 
possess the qualifications necessary for 
the task which they are asked to fulfill 
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and make an effort to reveal a higher 
and more complex form of mental ac- 
tivity than they actually possess. 

The fact that the age group over 70 
shows a more acceptable distribution of 
whole and detail responses can be in- 
terpreted as meaning that the intel- 
lectual ambition which resulted from a 
feeling of inferiority has been aban- 
doned. The oldest group seems re- 
signed to its condition and simultane- 
ous with and because of this resigna- 
tion experiences less anxiety. In this 
sense Group C is better adjusted than 
the two groups under 70 years of age. 

The low number of human move- 
ment responses (M) suggests that a 
certain deterioration or inhibition of the 
mental capacity for constructive and 
creative work has taken place. As will 
be recalled, the average number of 
movement responses for the group be- 
tween 50-70 is within normal limits but 
analysis of the individual records 
showed that approximately one fourth 
of the individuals in Group C produce 
no movement response. According to 
Rorschach’s first statements which have 
found unquestioned acceptance, an in- 
cidence of less than two M responses is 
indicative of a non-creative, predomi- 
nantly reproductive intelligence. 

In the light of the instability and dis- 
ability ratings, we may assume that 
while the impoverishment of intelli- 
gence in Groups A and B is primarily 
due to anxiety and other forms of mal- 
adjustment, the increased disability 
score of Group C gives some indica- 
tion of a development in the direction 
of senility. Two other signs reveal 
that a certain dulling of the intellectual 
powers has taken place in all three 
groups. The form accuracy level is low 
in all three age brackets, particularly in 
Group C. The fact that the percentage 
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of superior form responses (F+) de- 
clines steadily points at a progressive 
decrease of creative intellectual ability. 
Furthermore, the percentage of con- 
cepts taken from the animal area for 
content formation is relatively high, 
particularly for Groups B and C. This 
would indicate that our subjects have 
only a relatively narrow range of asso- 
ciations and interests at their disposal. 

As to the emotional aspects of the 
personality, we see also a pattern that 
differs from that of the younger age 
groups. The percentage of Form re- 
sponses (F) is not abnormally high in 
any of the three groups, probably be- 
cause the amount of affective energy 
that has to be controlled is not very 
great, as we shall see later. Thus we 
do not find in our subjects an excessive 
degree of constriction of the kind which 
in younger persons often signifies in- 
tensive repression of emotional mate- 
rial. Rather than indicating such a gen- 
eral state of rigidity, our test results re- 
veal a picture of flat, depleted emotional! 
life. This is particularly true of the 
oldest age group. In this connection 
the type and distribution of color re- 
sponses is significant. The incidence 
of crude color responses (C) was com- 
paratively high in all three age groups, 
and all groups showed an unfavorable 
relationship between Form-Color re- 
sponses (FC) on the one hand and 
Color-Form (CF) and crude color re- 
sponses on the other hand. While in a 
well-balanced record the sum of FC re- 
sponses usually outweighs the sum of 
CF + C responses, our subjects show 
a tendency to reverse this relationship. 
In all three age groups the majority of 
records show sum CF + C to be either 
equal to or higher than sum FC. We 
may therefore conclude that the major- 
ity of subjects do not possess to an ac- 
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ceptable degree the capacity for estab- 
lishing an adequate constructive emo- 
tional rapport with their environment. 
Instead they show either a certain ab- 
sence of affect or else seem to lack con- 
trol over their affective life, in the man- 
ner displayed by children. 

An infantile type of reaction is also 
revealed in the marked preponderance 
of animal movement responses (FM) 
over human movement responses which 
exists in 100% of the records in Group 
C and in 75% of the records in Groups 
A and B. This points at a regression 
from a more mature level of emotional 
life to greater primitiveness. The sub- 
jects appear to be activated by instinc- 
tual promptings which demand imme- 
diate gratification rather than by flex- 
ible strivings that can be delayed and 
transformed. The high percentage of 
animal content (A) is similarly indica- 
tive of an infantile manner of response. 

The constant absence of inanimate 
movement responses (m) and the er- 
ratic occurrence and small number of 
shading and achromatic responses are 
in our opinion indicators that the sub- 
jects are very little or not at all aware 
of any “inner conflict” of an instinctual 
nature and therefore do not have to 
resort to any form of introspective ten- 
dencies to dispel their anxiety. 

It is in this framework that the ambi- 
equal experience balance observed in 
Groups A and B should be evaluated. 
The ambiequality seems to signify 
neither a state of inhibition due to the 
clash and deadlock of two powerful 
drives, nor does it indicate a productive 
integration of extraversial and intro- 
versial tendencies. Rather extraversial 
and introversial strivings have been re- 
duced in strength to such an extent that 
little inner life takes place. The in- 
dividuals are relatively free from emo- 


tional conflict because there is com- 
paratively little emotional stimulation. 
This explains also the tendency to make 
use of intellectual concepts which are 
impersonal, noncommittal and colorless. 
The intellectual experience is the main 
tool of which our groups can make use 
to approach the world. However, it 
should be remembered at this point that 
emotional impoverishment is not a uni- 
form phenomenon, although the in- 
crease of coarcted records with advanc- 
ing age shows that there is a progres- 
sive tendency in this direction. 

Space responses (S) were seen to 
disappear almost completely in Group 
C. This suggests that the oldest in- 
dividuals feel less opposition towards 
the external environment than the in- 
dividuals between 50-70. 


CONCLUSIONS 


Our records indicate that there is no 
single crucial age period during which 
a general adaptation to the processes of 
ageing is likely to occur in the person- 
ality structure. Rather different adap- 
tations occur at different age levels as 
evidenced by the fact that sometimes 
Group B behaves similarly to Group C 
and sometimes Group B is more likely 
to follow the pattern of Group A. 
Moreover with regard to several phe- 
nomena, such as dilation and coarcta- 
tion, the individuals within the same 
age group do not show a homogeneous 
pattern but occupy contrasting posi- 
tions. 

The anxiety which we found, particu- 
larly in the individuals under 70 years 
of age, seems to be of a more intellec- 
tual, one might say more superficial 
kind than the anxiety of neurotic sub- 
jects. It expresses a feeling of inade- 
quacy, a fear of being incapable to ful- 
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fill the demands imposed on the indi- 
vidual. 

Although there are some signs that 
responses to reality are not quite ade- 
quate, there is not a striking degree of 
neuroticism. What we find is not the 
picture of individuals who are unable 
to reconcile their instinctual strivings 
with the code which the environment 
enforces. Rather we see that the pic- 
ture of optimal psychic functioning is 
somewhat distorted because the capacity 
for affective responsiveness to stimula- 
tion has been reduced. Simultaneously 
whatever emotional life takes place 
tends to be of a somewhat primitive, in- 
fantile nature. 


SUMMARY 


1. Personality studies were made on 
a sample of 35 people ranging from 50- 
80 years of age. The studies were car- 
ried out by means of the projective 
Rorschach technique. 

2. The evolution of changes in per- 
sonality structure was studied by sub- 
dividing the sample into three almost 
equal age groups, ranging from 50-60, 
from 61-70 and from 71-80 years. 

3. Characteristic features of the 
emotional and intellectual aspects of the 
personality of the older age groups are 
described and interpreted. It is shown 
that with increasing age an impoverish- 
ment of the creative intellectual facul- 
ties takes place. The subjects between 
50 and 70 years of age react with anx- 
iety to the awareness of intellectual in- 
adequacy. The subjects over 70 seem 
resigned to their condition. 

The records show that the capacity 
for emotional responsiveness to the en- 
vironment is impaired by age and that 
the affective life becomes relatively shal- 


low. Little inner conflict takes place. 
With increasing age the individual's 
control over his instinctual demands 
tends to disappear and some of the 
primitive manifestations of childhood 
re-occur. 
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THE MEASUREMENT OF IMPROVEMENT AMONG NEURO- 
PSYCHIATRIC PATIENTS IN AN ARMY 
CONVALESCENT FACILITY 


FRANK J. KOBLER 
Loyola University, Chicago 


INTRODUCTION 


The purpose of the neuro-psychiatric 
section of an Army Convalescent Facil- 
ity was to provide an opportunity to 
the soldiers for a progressive recovery 
from “combat fatigue” and related psy- 
chiatric disturbances. The patients were 
not ill enough to require hospitalization 
nor were they well enough for a return 
to civilian life or a return to duty. The 
therapy procedure at the facility de- 
signed to aid in their complete recovery 
was oriented about midway between a 
hospital and full duty. 

The men lived in barracks in what 
was previously an army training camp. 
The daily program included athletics 
and calisthenics from eight to ten, lec- 
tures, group psychotherapy or movies 
from ten to eleven, followed by a rest 
period until eleven-thirty. At one 
o'clock the men went to a diversified 
school program including twenty-five 
to thirty practical schools ranging from 
welding to agriculture with its eight 
hundred acre farm. From three to four 
o'clock, lectures, movies or group psy- 
chotherapy were scheduled, and from 
then until mess time was a rest period. 
The program was varied with field 
meets, ball games, picnics and tours to 
nearby places of interest. On week- 
ends the large majority of men left 
camp for their homes. 

The professional staff composed of 
psychiatrists, psychologists and social 
workers developed a regular and sys- 
tematic contact with the individual to 
aid him in his convalescence. The 


“team” saw each patient upon arrival 
and again immediately after his return 
from a three-week furlough. After this 
the man was seen regularly on barracks 
rounds by the doctor. The social work- 
ers got a case history of each man and 
the psychologist counseled each man re- 
garding school assignment and his fu- 
ture work. In addition, such psycho- 
metrics as were needed were performed. 
Patients requiring more elaborate medi- 
cal, surgical or laboratory service were 
referred for such service to suitable 
centers. In addition the entire profes- 
sional staff participated in a program of 
group psychotherapy, and the psychia- 
trists initiated series of individual psy- 
chotherapy with selected patients. 


PROCEDURE AND RESULTS 


It was generally accepted by the staff 
that every patient at the convalescent 
facility had improved as a result of his 
stay there. To test the belief it was 
decided to ask the patients what they 
thought. A simple questionnaire was 
submitted to a group of 341 men who 
had completed their stay at the facility 
and were scheduled to leave. Approxi- 
mately 70 such men were selected at ran- 
dom from each of the five battalions. 
The questionnaire was given to groups 
of about 25 patients. Complete ano- 
nymity of the procedure was stressed, 
and detached reflective opinions were 
requested. 

The first section of the questionnaire 
had to do with selected common psycho- 
pathological symptoms. Selection of 
these was based on clinical experience 
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The number and proportion of patients at an army neuropsychiatric con- 


valescent facility, by type of disposition, according to their evaluation of changes in 
their symptomatology and attitudes at the conclusion of their stay at the facility 

















Regiment 
CDD PLD UNK Total 

Question Status No. Per No. Per No. Per No. Per 
Appetite better 46 40 4 13 48 24 98 29 
same 61 53 20 66 121 62 22 S59 

worse 8 7 6 20 27 = «14 41 12 

General health better 56 49 ee 61 31 122 36 
same 49 43 19 63 119 61 187 55 

worse 9 8 6 20 16 8 31 9 

Sleep better 54 47 4 13 68 35 126 37 
same 53 46 20 66 101 52 174 ‘51 

worse 8 7 6 20 Ye 39) «oll 

General interest better 49 43 7 ae 71 36 i ow 
same 54 47 ll 36 95 48 160 +47 

worse 10 9 12 40 30.=«:15 ss 

Temper better 26 23 2 7 3. 61 18 
same 66 «57 9 3 117 60 192 56 

worse 2. ws 19 63 43 22 84 25 

Alcohol increased 7. & 15 SO 53 27 85 25 
same 67 «588 12 40 i. Ff 190 56 

decreased 28 «24 2 7 3% 15 oo 18 

Making friends better 33 29 Bay 38 «(19 73—=s21 
same 76 «8666 22 73 139 =71 237 70 

worse 5 4 6 20 18 869 2 9 

Officer attitude better ae 0 0 a Rh 36) «oil 
same 83 72 13. 43 135 69 231 68 

worse 16 14 16 53 39 oO 71 21 

Nerves better 42 37 1 3 52 27 9 28 
same 51 44 15 SO 109 56 175 «51 

worse 21 18 14 46 34 «17 69 20 

Sick call more 2 2 1 3 12 6 15 4 
same 67 «(588 24 79 139 71 230 «67 

less Aa 8 5 16 41 21 90 26 

Keep going better Ss. 3. 610 42 21 83 24 
same 55 48 12 40 107. ‘55 174 ‘51 

worse 21 18 15 530 46 23 82 24 

Anxiety dreams decreased 57 SO y cae 4 4 #1588 «+4 
same 50 43 18 59 93 «47 161 47 

increased 4 $3 §::% es Bis 

Pep more 32 28 2 7 40 2 74 22 
same Ss s&s 16 53 105 54 184 54 

less 19 17 12 40 51 2 82 24 

Army gripes increased 32 BB 18 59 56 2 106 «31 
same 65 57 10 33 129 6 24 60 

decreased yw. » ee 11 6 23 8 

Sex desires increased 23 «420 ; eee 41 21 66 «19 
same 78 «(68 23 +76 142 72 243 71 

decreased 12 10 4 13 13 7 2 9 

Noise tolerance increased 32 2B 3: 49 25 84 25 
same 67 = 58 15 SO 121 62 203 6 

decreased 14 12 12 40 2% 13 S215 





CDD = Certificate of Disability Discharge. 
PLD = Permanent Limited Duty (in Continental U. S.). 
UNK = Men who did not know their disposition. 
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obtained in evaluating the personality 
problems of the combat veteran. A few 
questions on attitude were included. 
The second section listed the common 
activities at the convalescent facility to 
which each patient was subjected. The 
patient was told to evaluate these activi- 
ties as they affected his general condi- 
tion during his stay at the facility. The 
date of entry was obtained from each 
patient to determine his length of stay. 
One additional important item was ob- 
tained. Each man was asked to check 
the disposition he knew was to be made 
of his case. 

The average length of stay at the 
convalescent facility of the 341 patients 
was 75 days. This included a three- 
week furlough granted each man upon 
his arrival at the facility. The devia- 
tion from this average length of stay 
was relatively low. 

Grouping the thirteen questions of 
Table 1 which deal principally with 
anxiety, one notes that approximately 
25 per cent of the patients definitely 
felt they improved or got better ; 60 per 
cent remained the same, ,and approxi- 
mately 15 per cent became worse. One 
interesting factor is the relationship of 
improvement to the patient’s knowledge 
of his disposition. Every professional 
worker in the entire regiment believed 
that the uncertainty attendant upon a 
man’s final disposition contributed 
greatly to his anxiety and actually hin- 
dered or blocked effective therapy. 

What were the facts as revealed by 
the men themselves? Slightly more 


than half the cases did not know their 
eventual disposition; one third of the 
cases knew that they were to be returned 
to civilian life; and about ten per cent 
knew they were scheduled for returin to 
army duty. The difference in improve- 
ment found for these groups is signifi- 


cant, but not as startling or as large as 
was expected a priori. While one fourth 
of the total cases felt a definite improve- 
ment, about one third of those who 
knew they were to be discharged felt 
such improvement. Of those men who 
did not know their disposition about one 
fourth felt that they had improved dur- 
ing their stay at the convalescent facil- 
ity. Of those who knew they were to 
return to duty about ten per cent showed 
improvement. The trend of the data 
suggests that knowledge of disposition 
is conducive to improvement. 

Table 2 outlines all the activities com- 
mon to an army convalescent program. 
The men were asked to check those 
activities which they honestly felt made 
them feel either better or worse. In an 
important sense this reflects the activi- 
ties they liked or disliked. 

Large proportions of the men felt 
that both physical and educational re- 
conditioning made them feel worse. 
One third of the men disapproved of 
mandatory athletics as helpful and more 
than one-half of the men thought that 
calisthenics made them feel worse. The 
data for athletics were surprising, par- 
ticularly in view of the widely diversi- 
fied athletic program. Only one-half 
of the men thought that they felt better 
as a result of the schools or the educa- 
tional reconditioning program. This 
seems to emphasize the inadvisability 
of requiring all patients to attend school 
regardless of their needs, capacities or 
interests. Many men attended school 
against their will and only as part of 
something that the army requires. 

All patients were required to attend 
lectures and group discussions given by 
the company commanders, the psycholo- 
gists, the social workers, and the com- 
pany medical officers or psychiatrists. 
These discussions have been convenient- 
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The number and proportion of patients at an army neuropsychiatric con- 


valescent facility, by type of disposition, who felt that they got better or worse 
as a result of engaging in certain activities 

















Regiment 
CDD PLD UNK Total 

Activity Status No. Per No. Per No. Per No. Per 
Athletics better 62 54 19 63 119 61 200 59 
worse 38 «33 9 w 68 35 115 34 

Calisthenics better 34 30 ‘ se 57 29 98 29 
worse 62 54 20 «(67 117 60 199 58 

School better 72 «63 10 33 102 52 184 54 
worse 28 24 17. 57 71 36 116 34 

Furlough better 9% 83 27 +90 186 95 309 = O91 
worse 5 A 1 3 5 S ll 3 

Passes better 96 83 27 «290 183 93 306 «=—(90 
worse 8 7 = 4 2 12 4 

Company com- better 52 45 | ers 83 42 140 «41 
manders talk worse 45 39 20 «67 8 44 151 44 
Group psycho- better 42 36 SZ 76 «639 126 37 
therapy worse 56 49 20 «267 88 45 164 48 
Individual psycho- better 70 «60 9 30 133 68 212 62 
therapy worse eo 2 18 60 48 24 96 28 
Rest periods better 101 8&8 @ 73 170 87 293 8&6 
worse 4 3 36 «(10 17 9 24 7 

Movies better 62 54 } Se lil 7 190 56 
worse 3% = 9 30 57 29 102 30 





ly grouped in the questionnaire as talks 
by the company commanders and as 
group psychotherapy. The one includes 
such topics as the GI Bill of Rights or 
the Potsdam Conference; the other deals 
with the symptoms of neurosis, the psy- 
chology of emotions, and related topics. 
Broadly, all these group procedures may 
be classed as group psychotherapy since 
they are devised to improve the mental 
health of the participants. The value of 
such group methods of therapy was in- 
dicated in the fact that approximately 
forty per cent felt they got better as a 
result of such meetings. The fact that 
even larger proportions gave negative 
answers would not mean that this is a 
poor method of therapy but that it re- 
quires refinement, standardization in 
theory and procedure, and qualified en- 


thusiastic personnel to administer it. 
This thesis is demonstrated in an analy- 
sis of the results of group psychotherapy 
for the individual battalions. There the 
results varied from sixteen per cent of 
the patients noting improvement in one 
battalion to 63 per cent of the patients 
noting improvement in another bat- 
talion. 

The effect on the patients of having 
personal talks with the doctors or the 
company psychiatrist provided some in- 
teresting information. About  two- 
thirds of the patients felt that they be- 
came better as a result of these talks 
with the doctor. This is a surprisingly 
large proportion when one considers the 
unselected population found at a conva- 
lescent facility. However, for those 
men who knew they were being returned 
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to duty only 30 per cent felt better as a 
result of individual therapy. For those 
men whose disposition had been unde- 
cided, 68 per cent showed improvement. 

The relatively small amount of self- 
admitted improvement among the 341 
patients, plus the large inter-battalion 
variation in the amount of improvement 
prompted a further more careful evalu- 
ation of this process. To this end an 
additional 100 patients in one of the 
battalions were selected at random for 
further study. These men were given 
the Shipley-Hartford Retreat Scale’ for 
measuring intellectual impairment, and 
the Cornell Selectee Index for determin- 
ing neuropsychiatric disability, at the 
time of their entrance into the conva- 
lescent hospital program. At the com- 
pletion of their treatment, or upon dis- 
charge from the hospital, these two in- 
ventories were readministered. In ad- 
dition, the improvement questionnaire 
was given to the patients at this time. 
It was thought that an analysis of the 
change reflected in the repetition of the 
two inventories would clarify the whole 
question of improvement as previously 
outlined for the 341 cases. An average 
interval of 52 days intervened between 
the original and the repeat testing of 
these 100 patients. Table 3 gives the 
results of the original and repeat test- 
ing.” 

On the improvement questionnaire, 
important changes were found for the 


1. The author of the test states that the “vast 
majority of psychoneurotics studied earned nor- 
mal quotients.” Data collected on 500 psycho- 
neurotics at this installation by Lt. Raymond 
Thurow showed that 78 percent of them made 
C.Q.’s below the “normal” of 90. Furthermore, 
26 percent of the group had C.Q.’s below 70, 
which placed them in the “pathological” group. 

2. Since all the data were correlated, the cus- 
tomary formula for the standard error of the 
difference between the two means could not be 
employed. The substitute formula: 


oD = ¥V (oM1)* — (oM2)? —2—./oM; oM2 


was utilized. 





100 cases of the battalion. The bat- 
talion used for the supplementary 
analysis was one of the two best bat- 
talions as far as improvement was 
concerned. The approximate percent- 
age of improvement was raised from 
25 to 45 per cent. Five per cent 
instead of 15 per cent thought they be- 
came worse. One-half of the group 
thought that they became neither better 
nor worse during their two months stay 
at the convalescent facility. Propor- 
tional intervariations of the separate 
questions were substantially comparable 
to the original group of 341. A similar 
increase in improvement was found for 
those program activities which made 
men feel better. The percentage of men 
who thought they were better as a re- 
sult of these activities were as follows: 
athletics, 83 per cent; calisthenics, 33 
per cent; school, 82 per cent; furlough, 
96 per cent; passes, 95 per cent; com- 
pany commanders’ talks, 66 per cent; 
group psychotherapy, 65 per cent; indi- 
vidual talks with the psychiatrist, 88 
per cent; rest periods, 98 per cent; 
movies, 67 per cent. 

To contrast these three methods of 
measuring change over a two-month 
period of convalescence proved instruc- 
tive. For the Shipley Scale the average 
for the group rose from “slightly sus- 
picious” to “‘normal’”’.* The percentage 
of normals (90 plus) rose from 38 per 
cent to 63 per cent. The percentage 
of pathological (70 or less) decreased 


3. In a neighboring battalion a similar change 
of 10.2 in the means for the Shipley Scale was 
obtained on 50 cases over a two month period. 
The original mean was 76.4 and the repeat mean 
was 86.6. The correlation was .780. The differ- 
ence between the means was statistically signifi- 
cant. The calculated means were approximately 
ten points lower in this battalion because the 
cases were not selected at random but were ob- 
tained on the basis of requests by the medical 
officers. In this way the more abnormal cases 
were selected. 
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Taste 3. Statistical results obtained from the original and repeat administration of the 
Shipley-Hartford scale and the Cornell selectee index to 100 convalescent 
neuropsychiatric army patients 











Original Repeat 
Testing Testing 
Shipley-Hartford Retreat Scale 
C.Q.: 
BNE aii ks switiden inks oh) Lcd eiainss :oieiasweci< 87.05 95.55 
I: a 16.05 16.22 
REE Lciw ce chathdssaeheubbkutn s iclaccaseces SSeS 639 + .0598 
SE SE oc cae seee eh coe ebs nce fo 6.12 
Vocabulary : 
WON Bac alia 5 bck We WS KAE Say Aaa cake CHES, 26.55 27.65 
SNRs cicickc + Sink is csdenleioes 6.35 6.30 
a sake 734 + .0461 
II Sa v5.6 nc Ks scened be etc ts kok eokt ccs 2.38 
Abstraction : 
SN v'sn GA Wewele GAA bus a eUdcSEEVA ch db cecvea¥alvde 20.05 25.35 
NN TD SaWik.k ia isin < beh dd ctitide chs 9.80 9.85 
ELISE SE ENT RCT TS NR PPE RNS AP Sains 769 + .0409 
SEN i's ca cububes oa niasscdugeskaeeiiawdee hat 7.99 
Cornell Selectee Index 
Part I: 
Acceptance of Male Role: 
is Eb denn Bees es Chains SAwein 63s 6.07 5.85 
IE i i dd cneis ane é dbl <datsawnins 2.00 2.2% 
PRAT SESE TA As PES ree a TO 635 + .0597 
ST Sb ccna bees cette cushy te etc cecowuee ton 1.20 
Range of Interest or Work Preference 
NN da sccahéce ubalbicd nadies shtbiicns « CUuki nis de 9.67 10.81 
SNE CIOS ike Gis Kan Mav deh on chewonabas 5.97 5.96 
GEE. Van wo ck bnad-s Chae hccndaenkRabetsns Seas 727 + 0472 
CE MI EN cb Ks cele c WON eGaKe cco as bin eses “ste 2.34 
Part II: 
Self Confidence : 
MUNN a Lois Gre eG cadsuedbceeese take) Seeaan 8.54 7.86 
ee TO is EGE Sivan consis 6.24 6.06 
CD ii in bk diss ake baueiek coder cece ce 564 + .0682 
CU PN ee a ey ae | eek tebe 1.18 
Ambiguity in Social Relations : 
ei ais KRW A cS haa SI ais sé hcadkwaccs 11.46 10.86 
I DN ei cecilng seen ppmerere 10.11 10.74 
EES RG EE Ry ANI, CSS SII a 430 + .0815 
CTE TRUS oo och a bes eet eases sda sh ends 0.54 
Part III: 
Neuropsychiatric Inventory : 
BE oct 2a CONGUE, beh ORe oe sa cs cease hae 22.15 19.55 
SO SPE 5 oa 65s SERRE RK 5 0a Ree enes 10.45 10.20 
CARUMDEIIIL. Sirs kv ve be ckS ee Rie a Oxi ke cehebat ieee 775 + 0399 
CE NOE op vo oc neck idddnmarines« ceekboawus tides 3.72 





from 16 to 7 per cent. There was, then, by the Shipley Scale. Capacity for ab- 
a definite large improvement in mental stract thinking and concentration rose 
functioning for the group as measured sharply. This was attributed to a re- 
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duction in surface anxiety, in tension, 
and in the nervousness that is found in 
all neurotics. 

The Shipley as an objective measure 
of change or improvement correlated 
well with the results of the improvement 
questionnaire. In the Shipley about 60 
per cent showed improvement. Thirty- 
five per cent remained about the same, 
and about 5 per cent got worse. For 
the improvement questionnaire the pro- 
portions noted were 45, 50 and 5 per 
cent respectively, improving, remaining 
the same, or becoming worse. 

An evaluation of the Cornell Selectee 
Index, on the other hand, did not reveal 
any change or improvement that was 
both large and significant over the two- 
month period. This was to be expected 
since the Index purports to measure 
basic personality patterns. 

On the basis of these results it is 
legitimate to suggest that in general the 
patients were calmed but not cured. 
Their anxiety, nervousness, and tension 
were markedly reduced in almost all 
instances, but the underlying symptoms 
—the neurotic pattern—remained rela- 
tively untouched. The personality ve- 
neer, superficially observed in inter- 
views, changed for the better, but the 
psychosomatic manifestations and the 
abnormal personality traits persisted. 


SUMMARY AND CONCLUSIONS 


A convalescent facility for neuropsy- 
chiatric patients in the army is a rela- 
tively new departure. An attempt has 
been made to measure the effectiveness 
of such a program by noting the re- 
sponses of an unselected group of 341 
patients to a questionnaire. The men 
were asked to evaluate changes in their 
anxiety and attitudes. In addition, the 


various parts of the program in the 
facility were submitted for their evalua- 


tion. The questionnaire was anony- 
mous. A supplementary group of 100 
patients was given this improvement 
questionnaire plus the Shipley-Hartford 
Retreat Scale for measuring mental im- 
pairment and the Cornell Selectee Index. 
These were administered on two sepa- 
rate occasions at approximately a two- 
month interval. 

The data show that many of the men 
felt that they improved, more remained 
the same, and some got worse. More 
men who know their eventual disposi- 
tion improved than those who did not 
know their disposition. Much larger 
proportions of those men who were to 
be discharged improved than those who 
were returned to duty. Changes in 
anxiety tended to vary inversely with 
changes in attitude. Among the spe- 
cific questions in Table 1 anxiety dreams 
were reduced most sharply and the use 
of alcohol increased most markedly. 
Roughly one-half of the men felt that 
they improved as a result of the physi- 
cal reconditioning program and approxi- 
mately an equal number felt that they 
improved as a result of the educational 
reconditioning program. About 40 per 
cent felt better as a result of group psy- 
chotherapy in its various phases. Al- 
most two-thirds of the patients thought 
that they improved as a result of indi- 
vidual psychotherapy by the company 
medical officer or psychiatrist. About 
one half of the patients liked the movies 
provided for them. 

Since the 100 supplementary cases 
were selected from among the better 
battalions in the regiment, the figures on 
improvement rose to approximately 45 
per cent of the group. Fifty per cent 
remained the same and five per cent got 
worse. The Shipley test results show 
an improvement of almost 10 points, 
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rising from the “slightly suspicious” 
category to the “normal” category over 
a period of two months. The Cornell 
test results show no changes, or ex- 
tremely small ones, over the same period 
of convalescence. 

Certain preliminary conclusions are 
warranted. An early identification of 
the type of psychiatric disability should 
influence the rapidity and the type of 
disposition as well as the type of ther- 
apy. The disposition of the patient 
should be made known to him at an 
early date in his convalescence. Fur- 
loughs and passes should be increased 
in number (not length) and should be 
made to alternate with repeated intense 
short term therapy at the facility. In- 
dividual psychotherapy should be in- 
creased with the maximum utilization 
of all trained personnel. The theory 
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and methods of group psychotherapy 
should be improved and standardized. 
Compulsory physical and educational 
reconditioning for all should be modi- 
fied to provide a more flexible selection. 
Not every one wants to or can profit 
from school and athletics. Rest periods 
should be increased and placed in more 
strategic sections of the program. 
Movies should be censored and utilized 
with a larger view to the needs and con- 
ditions of the patients. The anxiety of 
the patients can be and was measurably 
reduced and their general feeling of 
well-being was increased. Thus, the 
superficial clinical picture is one of gen- 
era] improvement for almost every pa- 
tient. The underlying neurotic pattern 
or personality structure of the patient 
remains substantially unaltered by hos- 
pital and convalescent treatment. 





EXPERIMENT ON “RECOGNITION OF FEELING” 
IN NON-DIRECTIVE PSYCHOTHERAPY 


DOROTHY K. REID 
Coldwater State Training School 
and 
WILLIAM U. SNYDER 
Pennsylvania State College 


INTRODUCTION 


In view of the theoretical and practi- 
cal importance of the reflection of feel- 
ings in non-directive therapy, research 
on this technique should contribute 
something toward making more scien- 
tific the methods of psychotherapy. In 
particular, this study concerns itself 
with the problem of the accuracy with 
which counselors are able to recognize 
feelings. Although Rogers(1) says 


that the therapist should reflect feelings 
as accurately as possible, he does not 
seem to feel that some variation is dam- 
aging to the therapeutic process. Some 
problems that need study are: How ob- 
jectively are counselors able to distin- 
guish the feelings present in client re- 
sponses? To what extent would diff- 
erent counselors reflect the same feel- 
ings in therapy? Do counselors show 
characteristic individual differences in 
the feelings which they find? 
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METHOD 


The subjects for this research were a 
clinical psychologist and fourteen stu- 
dents of psychology enrolled in a gradu- 
ate course in non-directive counseling 
at Ohio State University. There was 
considerable variation in the amount of 
psychological and counseling training 
of the different subjects. Three sub- 
jects had completed work on their doc- 
toral dissertations in psychology, two 
had partially completed such work, 
while ten were working for the master’s 
degree. Four subjects were considered 
thoroughly trained and experienced 
counselors. The others had taken coun- 
seling courses for from one to four 
quarters. However, all subjects were 
relatively familiar with the general 
principles and theories of the non-direc- 
tive method. 

The case materials used for this ex- 
periment were selected from interviews 
that had been either phonographically 
or stenographically recorded without 
the knowledge of the client, and may 
therefore be considered accurate ac- 
counts of what actual clients said in 
a therapy situation. In the first part of 
this experiment, phonographic material 
was used and the subjects responded, 
after listening to each of forty counselee 
statements, by writing the designation 
or name of the feelings they felt were 
expressed. Instructions used for this 
part were given to the subjects in type- 
written form, and also read to them at 
the beginning of the experiment. In 
the second part of the experiment, four 
selections comprising one hundred four 
items were used in typescript form. 
The material was set up in booklets 
with only one client statement to a page, 
so that at the time of judging any one 
client statement this was the only state- 
ment visible to the subject. Subjects 
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were not permitted to look back to for- 
mer client statements, or to change their 
replies after going on to other items. 
The directions for the second part of 
the experiment were altered consider- 
ably from those used in the first part, 
not only to conform with the change in 
procedure but also in an attempt to re- 
duce the number of responses that could 
not be classified as feelings, as results 
on the first part of the experiment re- 
vealed that about five per cent of the re- 
sponses were of such character. The 
directions for this second part of the 
experiment were merely handed to the 
subjects, who were given an opportunity 
to read them and to ask any questions 
they wished about them. 

The material used in this experiment 
was taken from the middle interviews 
of cases, with one exception, and the 
selections also did not necessarily begin 
with the opening of the interview. It 
is possible that this change from the 
usual situation in counseling made the 
experimental situation more difficult 
for our subjects than an actual counsel- 
ing situation would have been. 

Time limits were used in this experi- 
ment because of the fact that in the 
counseling situation it is necessary to 
discover the feeling and to respond to 
it within a few seconds time, i.e. in ten 
to fifteen seconds as a rule. In the first 
part of the experiment a uniform time 
of fifteen seconds was allowed between 
the phonographic playing of each client 
statement. In the second part of the 
experiment time limits were set by add- 
ing fifteen seconds to the time which it 
took us to read each client response. 
While this resulted in somewhat more 
rigid time limits for slow than for fast 
readers, it was felt that the primary 
purpose of encouraging somewhat spon- 
taneous judgments from our subjects 
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was satisfactorily served by this pro- 
cedure. 

This experiment differed from an 
actual counseling situation in that sub- 
jects were asked to name, or designate 
in a few brief words, the feeling being 
expressed by the client, rather than to 
give a response reflecting this feeling. 
This procedure was used because it was 
felt that before the counselor could re- 
flect counselee feelings, it would likely 
first be necessary for him to recognize 
and determine the feelings present. It 
was hoped that this would also eliminate 
the problem of having to decide what 
feelings were reflected in the counselor 
response, and that it would give rise to 
fewer replies emphasizing content or 
interpretation rather than feeling. 

The principal difficulty introduced by 
this procedure seemed to lie in the limi- 


tations of vocabulary, and the subjectiv-. 


ity of the words commonly used to 
designate feelings. Some of the sub- 
jects reported that on some items they 
could recognize feeling and would have 
been able to reflect it, but they could not 
think of a name for it. 

The procedure used in classifying the 
subjects’ identification of feelings some- 
what eliminates the pure vocabulary 
problem by grouping together practi- 
cally all terms which might be consid- 
ered synonymous. We feel that differ- 
ences in the naming of feelings broad 
enough to result in the names falling in 
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different categories of our classification 
system would be real, as distinct from 
vocabulary differences. 

The classification of our subjects’ re- 
sponses into meaningful categories was 
fairly difficult. The broadest scheme 
would have been a simple three-way 
grouping of “positive,” “negative,” and 
“ambivalent” feelings such as has been 
used by Royer(2) and Snyder(3) in 
studies on the process of therapy. On 
the other hand, the narrowest classifica- 
tion would have been to consider only 
those responses of our subjects worded 
in exactly the same way as belonging in 
a class together. This amounts to no 
classification whatever, and would rule 
out the possibility of any statistical 
treatment. In setting up our classifica- 
tion, we have attempted to follow the 
general principle of grouping together 
all responses which have an essentially 
synonymous meaning, while separating 
responses which do not have a common 
meaning. Table 1 shows the classifica- 
tion used in this research. In this table 
the names for the various categories are 
purely arbitrary. However, whether 
or not the categories are appropriately 
named does not matter, as all that 
affects our results is the internal con- 
sistency of the classification, i.e. whether 
or not the responses grouped together 
actually do belong together by virtue of 
some similarity of meaning. 

More objectivity could have been in- 


Classification of client feelings named by subjects 








Taste 1. 
Lack of Confidence Futility 
Insecurity Loneliness 
Self Defense Affection 
Guilt* Confidence 
Obligation Joyful 
Doubt Hopeful 
Worry 


Ambition Certainty 
Antagonism Escape 
Longing Skepticism 

Self Pity Envy 

Surprise Humor 

Interest Not Classifiable 





4 An example of the synonyms classified together under a single heading, “Guilt,” 


would be: . 
ashamed, self disapproval, self criticism. 


ilt, self accusation, apology, apologetic, self blame, self reproach, shame, 
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troduced into this study had time and 
judges been available so that different 
judges could have classified responses 
separately, and the reliability of the 
classification scheme could have been de- 
termined in this way. There seems to 
be some possibility of approaching this 
problem from a study of the data itself. 
If our classification were sc narrow that 
terms which our subjects were using 
somewhat synonymously were put in 
different categories, the expected result 
would be an overlapping of these cate- 
gories. Inspection of the data showed 
how much overlapping between cate- 
gories actually did exist, although not 
all overlapping may be assumed to be 
due to this vocabulary problem. 

The categories in which it seems most 
likely that such overlappings are due to 
the vocabulary problem are those of 
“Lack of Confidence” and “Insecurity.” 
Whether or not the two terms mean the 
same thing is a theoretical question on 
which people might differ; but the data 
do seem to show rather clearly that a 
certain few of our subjects are using 
them in essentially the same way. Since 
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these terms may have been used syn- 
onymously by our subjects, it seemed 
desirable to test how much difference 
grouping “Insecurity” with “Lack of 
Confidence’ would make in our results. 
This was done for the first typed inter- 
view, as this interview seemed to show 
the greatest amount of overlap in this 
respect. By analysis of the data it was 
learned that throwing these two cate- 
gories together did not result in appre- 
ciably raising the amount of agreement 
found. 

We do not feel that the amount of 
agreement found between our subjects 
is too significantly depressed by narrow- 
ness of classification—although it is 
possible that many small effects of this 
kind would have some effect on the total 
picture. On the other hand, our group- 
ing is broad enough to completely ex- 
clude from our data differences found 
in intensity of feelings, and to largely 
exclude distinctions made in shades of 
feelings. 

In an independent reclassification of 
the data, after an interval of six months, 
we reclassified 92.8 per cent of our 


TABLE 2. Cumulative percentages of responses in which the indicated number of the 
fifteen subjects agreed on the modal designation of feeling said to be expressed by the 
client 








Percentage of responses agreed upon 








Number of Phono. All four 
subjects agreeing recorded interview typed interviews 
15 0 1.0 
14 2.5 1.9 
13 2.5 3.9 
12 5.0 49 
11 12.5 12.6 
10 15.0 17.4 
9 25.0 24.3 
8 37.5 34.0 
7 52.5 47.6 
6 55.0 55.3 
5 65.0 76.7 
4 87.5 90.3 
3 95.0 98.1 
2 100.0 100.0 





132 


subjects’ responses in the same category 
in which we had originally placed them. 


RESULTS 


Reliability of subject judgments of 
feelings. Results indicating the cumu- 
lative percentages of responses in which 
the subjects agreed on the modal desig- 
nation of feelings said to be expressed 
by the clients are shown in Table 2. Our 
results show that on the four typed 
interviews only 47.6 per cent of the re- 
sponses were exactly agreed on by seven 
subjects, while on the recorded inter- 
views seven subjects agreed on only 
52.5 per cent of their responses. Our 
particular group of subjects apparently 
did not find the same feeling with any 
great degree of reliability. However, 
it must be kept in mind that our sub- 
jects were mostly students training to 
become counselors rather than thor- 
oughly experienced counselors. As 
subsequent data will show, experienced 
counselers do agree better than inex- 
perienced ones on the feelings found. 

Another limitation that must be kept 
in mind in interpreting our results is the 
fact that our experimental procedure 
did differ from the actual counseling 
situation in that we asked the subjects 
to “name” feelings rather than to re- 
flect them. In spite of this fact, how- 
ever, we feel that the present research 
may have some value in pointing out a 
rather high probability that differences 
exist in the feelings which might be 
found by different non-directive coun- 
selors. Moreover, in interpreting our 
results it must be kept in mind that the 
fact that our subjects’ naming of feel- 
ings do not agree particularly well with 
each other does not mean that most of 
the feelings found do not exist in the 
interview material. For the four typed 
interviews, an average of 5.5 different 
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feelings per client statement were re- 
ported by the group of fifteen subjects. 
For some statements as many as eight 
to ten different feelings were found. It 
would seem highly probable that it is 
the rule rather than the exception for 
more than one feeling to be present in 
a counselee’s statement. This is fur- 
ther substantiated by the fact that 16.5 
per cent of the responses were double 
responses.* This would mean, then, 
that our subjects often felt that more 
than one feeling was present. 

What seems, then, actually to account 
for our results is the fact that many 
feelings are present in the interview 
material and different counselors select 
out different feelings in making their 
responses. When many feelings are 
present in the actual therapy situation 
the counselor may be confronted with 
the problem of choosing which feeling 
to reflect. One answer frequently given 
to this problem is that one should re- 
flect the most important feeling. But 
this solution is not really a simple one. 
Few counselors would be able to agree 
as to the most important feeling present. 

Perhaps one should not be too criti- 
cal of non-directive therapy and the 
technique of “reflecting feeling’ be- 
cause of the possibility that counselors 
do not agree exactly on the feelings 
found. It might be pointed out that it 
is not at all certain that therapists using 
other techniques would agree with any 
higher degree of reliability on the inter- 
pretations they would make. It may be 
possible that the reflection of any of 
the many feelings present is all that is 
necessary for therapy. The reflection 
of any feeling actually present might be 
sufficient to make a client feel that he is 


*A response was counted as a “double 
response” whenever a subject named two feel- 
a a ee 
different categories of our classification 
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understood and to establish the permis- 
sive atmosphere necessary for therapy 
to take place. 

Another possibility is that, while our 
counselors did not agree particularly 
well on single items, there was an over- 
all feeling tone to an interview which 
was picked up by nearly all counselors. 
It is possible, then, that in reflecting 
feelings, what the counselor does is to 
respond to a general emotional feeling 
of importance to the client so that the 
client becomes aware of the part played 
by this feeling in his personality adjust- 
ment. 

Differences between good and poor 
counselors. The first problem in study- 
ing the question of differences between 
good and poor counselors is to set up 
suitable criteria of counseling ability. 
We used a ranking made by the profes- 
sor of a graduate course in non-direc- 
tive counseling in which our subjects 
had at one time been enrolled. As the 
work of this class involved carrying 
counseling cases under his supervision, 
this professor had read and discussed 
with each subject reports of their coun- 
seling interviews. He may, therefore, 
be assumed to have had an opportunity 
to make somewhat adequate judgments 
as to the relative ability of our subjects 
as non-directive counselors. 

Because of the weaknesses of rank- 
ings, such as the halo effect and the 
possible operation of personal bias, it 
would have been desirable to have had 
more than one person rank our subjects. 
However, no one else was available who 
had had any opportunity to observe the 
counseling ability of our subjects, so 
this was impossible. 

The differences between good and 
poor counselors were studied in two 
ways. First, the number of responses 
were counted on which each subject 
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agreed with the modal response. These 
scores were then converted into ranks 
and the rank correlations found be- 
tween these scores of agreement with 
the mode and the professor’s criterion 
rank. This yielded a rank correlation 
of .70 for the recorded interview and 
.496 for the typed interviews. From 
this we conclude that, within the limits 
of our small amount of data, better 
counselors would appear to find the most 
important feeling present in the inter- 
view material somewhat more fre- 
quently than poorer counselors. 

The second method used was to di- 
vide our counselors into three groups 
and to analyze differences between these 
groups. The five highest ranking sub- 
jects (according to the professor’s rank- 
ing) were designated as “good coun- 
selors,”’ the next five as “middle coun- 
selers,” and the lowest ranking five as 
“poor counselors.” Each of these three 
groups was then studied separately and 
the percentage of items on which all 
five, or four, three, two, or none agreed 
was found. The differences between 
these per cents for the “good” and 
“poor” groups and the critical ratios of 
these differences are shown in Table 3. 
Critical ratios range from 2.0 to 4.1. 
As a critical ratio of 2.0 indicates that 
there are only 4.55 chances in a hundred 
that the obtained differences would be 
found by chance, we feel that the prob- 
abilities are high that good counselors 
would agree better than poor ones on 
the feelings found. All differences 
were in the expected direction. 

Differences in the percentage of re- 
sponses on which good and poor coun- 
selors either failed to respond or gave 
non-feeling responses would indicate 
that good counselors are able to find 
the feeling present in the interview ma- 
terial more frequently than poor coun- 
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Tasie 3. The percentages of agreements which show the differences between good and 
poor counselors’ recognition of feeling on the one recorded interview. 











Difference 
Good Middle Poor Good-Poor C.R+¢ 
Counselors Counselors Counselors S.E. of S.E. of 
% S.E* % SE % 6.8. ° & dif. diff. of %’s 
All five agreeing 15.0 5.7 2.5 2.5 2.5 25 125 6.2 2.0 
Four or more 
agreeing ...... 35.0 75 180 57 50 34 300 8.3 3.6 
Three or more 
agreeing ...... 53.0 79 45.0 79 = 30.0 14: -@68. M7 2.3 
Two or more 
agreeing ...... 95.0 3.4 67.5 74 65.0 75 30.0 8.3 3.6 
No agreement ... 5.0 3.4 32.5 74 350 75—300 83 3.6 
None or non-feel- 
ing responses . 7.0 24 270 42 31.5 4.4 —24.5 5.1 49 
Double responses. 27.0 42 110 3.0 7.0 24 20.0 4.9 4.1 





tA similar table showing the same information for the total of the four typed inter- 
views, gives results that are approximately comparable to these results in each com- 


parable item of the above table. 
* S.E.—Standard Error. 


+ C.R.—Critical Ratio of the standard error of the difference between percentages. 


selors. Similarly, good counselors gave 
a significantly larger proportion of 
double responses, showing that they find 
more feelings than poor counselors. 
(See Table 3.) 

Since our subjects differed rather 
widely in the amount of training and 
experience they had had in counseling, 
it is not clear whether the differences 
found between our good and poor coun- 
selors are due to differences in aptitude 
for counseling or to differences in train- 
ing and experience, but the fact that 
such differences were found to exist 
suggests the possibility of constructing 
an aptitude test for counselors. 

Individual differences in feelings 
found by different counselors. In at- 
tempting to answer the question of the 
extent to which our subjects tended to 
show individual preferences for certain 
feeling categories, we employed the chi 
square technique, using as an expected 
frequency for any feeling category the 
average number of times that that cate- 
gory occurred in the responses of all our 
subjects. The total chi squares for our 


individual subjects range from 28.38 to 
116.61. We therefore find that in only 
two instances (Subjects E and I) is 
there even more than one chance in a 
hundred that the variations in frequency 
of reference to specific feelings are due 
to chance, while in most cases the pos- 
sibility of differences being due to 
chance are extremely small, and in some 
cases infinitely so. 

We also find it of interest that sub- 
jects A, B, and C, our three best trained 
and qualified subjects, have the three 
highest total chi squares, and also show 
the largest number of references to cer- 
tain specific emotions. It would appear 
that with experience and training these 
counselors have tended to develop a 
relatively individual pattern in the feel- 
ings they find important. It is also in- 
teresting that these “best” three of our 
counselors have patterns distinctly dif- 
ferent from each other. Subject A 
shows decided preferences for the 
“Lack of Confidence” and “Self-De- 
fense” categories. Subject B, on the 
other hand (and he alone), shows pref- 
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erences for the “Joyful,” ‘Hopeful,’ 
and “Ambition” categories, while sub- 
ject C is among those with a very 
marked preference for the category of 
“Insecurity.” It is, of course, difficult 
to say what effect these patterns have 
on their therapy, but it would seem quite 
likely that they would have some effect. 


SUMMARY 


Phonographically recorded excerpts 
were played to a group of fifteen coun- 
selors who had varying degrees of train- 
ing in non-directive therapy, and they 
were asked to identify the feeling or 
feelings they believed the counselees to 
be expressing. The same subjects were 
also asked to name the feelings found 
in counselee excerpts presented in type- 
script form. Fifteen seconds were al- 
lowed for the identifications of feel- 
ings; a total of 144 stimuli were used. 
The subjects’ responses were classified 
under fifteen principal headings of feel- 
ings. 

The feelings recognized by the sub- 
jects varied considerably ; approximately 
50 per cent of the subjects agreed 50 
per cent of the time on the modal desig- 
nations of feelings. While this may 
have been the result of the fact that only 
33 per cent of the counselors were very 
extensively trained, there is the likeli- 
hood that more than one feeling usually 
exists in each counselee excerpt. In 
fact, the subjects as a group identified 
an average of five feelings per excerpt, 
and some subjects reported more than a 


single feeling in some client statements. 
Also, the subjects tended to agree on 
the general feeling tone of an interview. 

The subjects were ranked in order of 
skill, and later were rated as “good,” 
“middle,” and “poor” in counseling 
ability by their professor in a course in 
non-directive counseling methods. He 
had studied the records of counseling of 
each of the subjects and was presumed 
to be an adequate judge of their ability. 
A correlation of .70 was obtained be- 
tween the professor’s ranking and the — 
frequency with which each counselor 
agreed with the modal designations of 
feeling on the phonographically re- 
corded interview; on the typed inter- 
views the correlation was .496. The 
good subjects were reliably superior to 
the poor ones (equal sized groups) in 
designating the modal feeling. The 
good counselors also tended to find more 
feelings than did the poor counselors. 

A third part of the study demon- 
strated that counselors had personal 
preferences for the designations of cer- 
tain feelings, and that such preferences 
were more pronounced among the good 
counselors than among the poor. Fur- 
thermore, these preferences were differ- 
ent for each of the good counselors. 
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THE USE OF SILENCE AS A TECHNIQUE IN COUNSELING 
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INTRODUCTION 


‘Counseling is increasingly recognized 
as an important method of modifying 
human behavior. In recent years vari- 
ous attempts have been made to define 
more objectively the various aspects of 
this relationship and to study the out- 
comes of those relationships. Much of 
this research has been developed at Ohio 
State University in connection with 
counseling programs described by Rob- 
inson(3) and Rogers(4). Studies by 
Porter(1), Raimy(2), Snyder(6), and 
Sherman(5) have demonstrated that it 
is possible to categorize the various re- 
sponses and analyze their effects; these 
studies have shown the distribution and 
pattern of techniques in conferences. 

A next step is an analysis of the effec- 
tiveness of particular counselor tech- 
niques. This study is an attempt to in- 
vestigate one of these techniques, the 
pause or period of silence that occurs 
during the counseling situation. It is 
proposed to analyze these pauses or pe- 
riods of silence as they occurred in 
transcripts of counseling situations so 
as to discover (1) the frequency with 
which silence or pause is used and (2) 
the effect of their use on the dynamics 
of the counseling situation. 


METHOD 


Sources of data. At Ohio State 
University many conferences in con- 
nection with a how-to-study course and 
some in connection with therapy cases 
have been mechanically recorded and 
subsequently typed. In preparing these 


transcripts any noticeable pause during 
the conference was noted. Sixty-one 
of these transcripts became the basic 
source material for this investigation. 
They represent the work of twenty-two 
different counselors who were persons 
with professional recognition in the 
counseling field or advanced graduate 
students with some experience in coun- 
seling. An analysis of these sixty-one 
transcripts revealed a total of 708 
pauses. Of these pauses it was found 
that 369 were counselor-initiated, 285 
were counselee-initiated and 54 were 
unclassifiable because of incomplete 
transcriptions due to mechanical diffi- 
culties. 

Classification system. It was first 
necessary to construct a categorizing 
system that would adequately describe 
each pausal situation. Fifteen repre- 
sentative transcriptions were read and a 
short description of each pause was 
written out. These descriptions were 
then read and classified in similar 
groups. It was found possible to in- 
clude all pauses in the following eight 
categories subsumed under the two gen- 
eral headings “counselee-initiated” and 
“counselor-initiated.”” These were later 
found to be broad enough to describe 
all of the pausal situations found in the 
entire study. 


Counselee-Initiated Pauses: 


I (Indecision). The counselee pauses be- 
cause of emotional involvement in the topic 
under discussion; he is undecided as to just 
how to proceed, because he feels the discus- 
sion may be getting too close to his real con- 
flicts. 
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N (Normal). The counselee reaches the 
natural, normal termination of his part of the 
conversation. There is rarely any degree of 
emotional involvement in this type of pause. 

O (Organizational). The counselee pauses 
for the purpose of organizing what he is go- 
ing to present verbally. Such a pause is 
usually followed by re-statement or by a 
more complex elaboration of the point just 
made. 

§ (Solicitation). The counselee pauses to 
solicit a response from the counselor. He 
desires approval, advice, information, or an 
answer to a direct question. 


Counselor-Initiated Pauses: 


D (Deliberate). A deliberate use of pause 
on the part of the counselor in an attempt to 
force the counselee to carry the burden of 
the conversation. 

O (Organizational). This use of pause 
by the counselor corresponds to the Ce O 
pause classification. 

N (Normal). This is the use of pause by 
the counselor as a natural termination of a 
particular phase of the topic under discussion. 


Unclassified : 


This category includes pauses where me- 
chanical failure in the recording apparatus 
made it impossible to determine who initiated 
the pause or its nature. 


The next step was to devise a system 
of analyzing the effects of these differ- 
ent types of pauses. In order to con- 
struct such a list of categories, the fif- 
teen original transcripts were re-read 
and after several revisions the follow- 
ing list was developed. It proved ade- 
quate in describing the effects of the 
various types of counselee-initiated and 
counselor-initiated pauses in all the in- 
terviews studied. 


Responsibility Assumed — Other: The 
responsibility for carrying forward the con- 
‘versation of the conference is assumed after 
a pause initiated by the opposite person. 

Responsibility Asswumed—Self: The per- 
son who paused in his conversation re- 
assumed the responsibility for continuance. 

Cue Missed: The party not initiating the 
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pause failed to respond to the pause, failed 
to take over the burden of the conversation, 
failed to clarify, or failed to give information. 

Clarification: Following a pause either 
the counselee or the counselor found it neces- 
sary to elaborate, explain, or re-define be- 
cause what he had said previously was not 
clear to the other. 

Fill-in: Practically verbatim repetition 
while either the counselor or counselee was 
doing such activities as lighting a cigarette 
or manipulating materials used in the coun- 
seling situation. It was also found to occur 
in comments introduced as inconsequential 
asides that added little to either clarification 
of concepts or addition of new material for 
consideration. 

Information given by Counselor: The 
counselor either gives requested information 
or cites examples which form a basis for 
the counselee formulating an answer to his 
stated problem. 

Information given by Counselee: The 
counselee gives new information that has a 
bearing upon the problems under considera- 
tion. 

Develops Problem Statement: Either the 
counselor or the counselee phrases a state- 
ment of the problem which at the moment 
seems to be giving the counselee difficulty. 

Develops Plan Statement: The counselor 
states a proposed plan of action for the 
counselee to reject or adopt, or the counselee 
states a plan of action that he plans to follow. 

Resistance Follows: The counselee either 
refuses to consider further the topic under 
discussion or objects to the counseling situ- 
ation or the counselor as such. 

Subject Change Occurs: The pause is fol- 
lowed by a distinct subject change. 

Summarization: A summary of what has 
gone before by either the counselee or the 
counselor. 

Unclassifiable: Effects that could not be 
determined due to mechanical failure, garbled 
reproduction, or otherwise undeterminable 
effects. 


After this categorical scheme for 
both frequency and effects of pauses 
was devised, the pauses found in the 
preliminary fifteen transcripts were 
tabulated on a chart similar to the form 


138 


of Table 1. An alphabetical tabulatory 
scheme was used so that the effect or 
several effects of each frequency in the 
vertical categories could later be traced 
as to their effects. Thus, the first pause 
found in a transcript was labeled (a) 
under its proper vertical heading and 
also entered in its proper horizontal 
effect category or categories. 

In order to establish some measure of 
reliability with which the analyst used 
this check list, a period of three weeks 
was allowed to elapse and then these 
same transcripts were re-read and re- 
categorized. During the interim some 
of the other forty-six transcripts in the 
study were read and their pauses tabu- 
lated as this activity was felt to aid in 
obliterating the memory effect of spe- 
cific cues that influenced the original 
categorization. When the 112 cells of 
the two tabulation check lists for each 
of the fifteen transcripts were compared 
and averaged, it was found that the 
writer was in absolute agreement with 
himself 85% of the time. 


RESULTS 


The results from the categorization 
of the 708 pauses in 61 interviews are 
summarized in Table 1. Reading the 
table horizontally the first or frequency 
line shows the distribution of the pauses 
under the categories of counselee-ini- 
tiated and counselor-initiated and their 
subheadings. Thus, there were 48 
pauses of the Ce I (indecision) cate- 
gory, 109 pauses of the Ce N (normal) 
category and similarly the frequency of 
pause for each category described can 
be read. The effects are tabulated be- 
low the broken line. The next two 
horizontal lines show the effect of each 
type of pause upon the interview in 
terms of who carried the responsibility. 
Thus, it can be seen that of the 48 Ce 
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I pauses, 20 were followed by a shift of 
responsibility while 28 were followed 
by a resumption of the responsibility by 
the person initiating the pause. Below 
the responsibility lines it is possible to 
read the frequency of other types of 
effects as they occurred following the 
different types of pauses. 

It can be seen that the counselors 
were more apt to use pause than the 
counselees (369 times as compared to 
285 times). The counselees’ most fre- 
quent use of pause was as a normal 
termination of a topic under discussion 
(109 out of the 285 times) followed 
closely by using the pause for organi- 
zation prior to verbalization (101 out 
of the 285 times). On the other hand 
the counselors were more apt to use 
pause for organizational purposes (196 
out of the 369 times) than for any 
other purposes. For the total pauses 
studied (708) there were 1,431 effects 
noted ; each pause tended to more than 
one effect. This was caused by check- 
ing (a) who assumed the responsibility 
where determinable and (b) other 
effects. 

An understanding on the counselor’s 
part of the counselee’s purpose in using 
pauses should enable the counselor to 
guide the conference more intelligently. 
With this in mind the relation of the 
285 counselee pauses to their 585 effects 
was analyzed. This included re-reading 
the original protocols as each category 
was studied. In the following para- 
graphs a few of the most significant 
findings are presented. 

Ce I (indecision) pauses represented 
17% of all counselee pauses. Responsi- 
bility for carrying the interview for- 
ward was assumed about equally there- 
after (20 vs. 28). The most common 
effects are “fill-ins’ (12 times) fol- 
lowed closely by clarification and de- 
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TasLe 1. Distribution of types of pauses and (below the double line) their effects on 
the interview 
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veloping a statement of the problem (10 
times each). Re-reading the interviews 
showed that when the counselor waits 
silently, feeling that the counselee may 
re-assume the burden of conversation, 
the counselee tends to develop further a 
statement of his problem or to introduce 
new information pertinent to the inter- 
view. However, if the counselor feels 
it necessary to take over the responsi- 
bility, we find him most frequently fill- 
ing in with inconsequential activity or 
clarifying significant statements already 
made. 

The 109 Ce N (natural termination ) 
pauses represented the counselee’s most 
frequent usage of pause; in 84 of these 
instances the counselors assumed the 
burden of conducting the interview. 
When this occurred, clarification was 
the major effect following the pause, 
next most frequent was fill-in. If the 


counselee was allowed to re-assume the 
burden, the most frequent effects were 
introduction of new information by the 
counselees and clarification of state- 
ments already made. 

Ce O (organization) pauses were 


used by the counselees 101 times. After 
none of these pauses did the counselors 
studied take over the responsibility. 
This type of pause was most often fol- 
lowed by attempts of the counselees to 
clarify previously made _ statements. 
The next most frequent effect was the 
introduction of new information by the 
counselees. Less frequently the coun- 
selees developed a statement of their 
problems and still less frequently a plan 
of attack upon those problems. 

Ce S (solicitation) pauses were the 
least frequent type of pause used by 
the counselees. In almost every in- 
stance this type of pause demanded a 
taking of the responsibility by the coun- 
selor. The counselors utilized the coun- 
seling period following this type of 
pause to clarify statements or to in- 
troduce new information for the coun- 
selee’s consideration in the solution of 
the problem. 

Next, what are the most pertinent 
effects of the counselor-initiated pauses? 
The counselor has the opportunity to 
weigh the momentary counseling situa- 
tion with all of its variables and decide 
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what technique can be most profitably 
used for the purposes of the confer- 
ence. A controlled use of silence may 
well be considered one of the techniques 
available. 

Cr D (deliberate) pauses were used 
by the counselors 109 times out of the 
369 counselor-initiated pausal situa- 
tions. The counselors were successful 
in getting the counselees to assume the 
burden half the time (55 instances). 
When the counselees did assume the re- 
sponsibility, they (in order of decreas- 
ing frequency) added new information, 
clarified, developed plans of action, or 
formulated statements of their prob- 
lems. In 49 instances the counselor had 
to re-assume the burden of responsi- 
bility. When this occurred the major 
effects were counselor clarification and 
counselor introduced fill-in. There were 
only two instances where the counselor’s 
deliberate use of pause as a forcing 
technique resulted in counselee resist- 
ance. 

Cr O (organizational) pause was the 
most frequent use (196 times) made of 
the pausal situation by the counselors 
studied. These were found to be fol- 
lowed usually by the counselors re- 
assuming the responsibility for carry- 
ing the conversation forward, which 
they did by attempting to clarify state- 
ments already made. They frequently 
utilized the period following such a 
pause to introduce new information for 
the counselee’s consideration. 

Cr N (natural termination) pauses 
were used the least frequently by the 
counselors studied. Following such a 
pause the counselors had to re-assume 
the burden of conversation twice as 
often as it was assumed by the coun- 
selees. When the counselors continued 
with the burden, the major effects were 
clarification, new information, and a 
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change of subject. In the instances 
where the counselees assumed the re- 
sponsibility, they were most likely to 
add new information dealing with their 
problems followed less frequently by an 
attempt to clarify their statements al- 
ready made. 


SUMMARY 


Sixty-one counseling transcripts in- 
volving twenty-two different counselor- 
counselee relationships were examined 
to determine the frequency and effect of 
use of silence as a counseling technique. 
It was found that pauses occur fre- 
quently and can be classified as to in- 
tent and as to their varied effects upon 
the counseling situation. It was also 
demonstrated that these classifications 
can be made with a significant degree of 
reliability (85% absolute agreement). 

It was found that the 285 counselee- 
initiated pauses studied could be classi- 
fied under four major classifications in 
order of frequency of use: (1) pauses 
representing natural termination of 
statement, (2) pauses primarily for the 
purpose of mental organization prior to 
verbalization, (3) pauses resulting from 
indecision, (4) and pauses for the pur- 
pose of soliciting information from the 
counselor. The greatest effect of the 
counselees’ use of pause was clarifica- 
tion; other effects in order were intro- 
duction of information, fill-in, state- 
ment of the problem, statement of plan 
of attack, a subject change, and (in 
rare instances) summarization and re- 
sistance. 

It was found that the 369 counselor- 
initiated pauses could be categorized 
under three major headings in order of 
frequency of use: (1) pauses for the 
purpose of organization of thought 
prior to verbalization, (2) pauses used 
deliberately in an attempt to force the 








SCRE ETAT AaB SERS REET TMT Bites ai 


sects 














SAE eNO ma Chae te Sa! naan 





THE DISCRIMINATING VALUE 141 


counselee to contribute to the counseling 
situation, (3) pauses used to terminate 
a phase in the counseling unit. Here 
too, it was found that the greatest single 
effect upon the counseling situation was 
clarification. This effect was followed 
in order of frequency of occurrence by 
the introduction of new information, a 
statement of the problem, a fill-in, a 
development of plan statement, and a 
change of subject. Rare effects of 
pauses initiated by the counselor were 
summarization and resistance. 
Counselors who become conscious of 
the frequency and nature of the differ- 
ent types of pauses can forecast, to a 
limited extent, the probable effect of any 
particular pause upon the immediate 
counseling situation. With such knowl- 
edge on the counselor’s part it is possi- 
ble to develop a greater control over the 


progress toward the counseling objec- 
tive being sought. 
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THE DISCRIMINATORY VALUE OF A TEST PATTERN WITH 
CEREBRAL PALSIED, DEFECTIVE CHILDREN 


SEYMOUR B. SARASON and 


Yale University 


In a previous study(4) of the high 
grade, familial defective a test pattern 
was obtained which differentiated those 
with a good or bad emotional adjust- 
ment. A second finding was that some 
of those whose emotional adjustment 
was poor tended to have a psychologi- 
cal test pattern which, according to the 
literature, was similar to that of those 
with a known cerebral pathology. The 
problem of the present investigation 
was to study the diagnostic value of the 
obtained test pattern in a group of de- 
fective, cerebral palsied children, and to 
compare the results with the familial 
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group. The medical diagnosis of cere- 
bral palsy(5) was made when there was 
evidence that there was a motor defect 
present or appearing soon after birth 
and dependent on pathologic abnormali- 
ties of the brain. 

The following is a brief summary of 
the previous study. Each familial de- 
fective was given the 1937 Binet (L), 
the Arthur Performance Scale, the 
Rorschach, and an_ electroencephalo- 
graphic examination. Those whose 


mental age on the Kohs block designs 
was 18 months above the Binet mental 
age were put in one group; those whose 





142 S. B. SARASON & E. K. SARASON 


Kohs mental age was 18 months below 
the Binet were put in a second group. 
A comparison of the two groups re- 
vealed that the Kohs-below-Binet group 
(a) did significantly poorer on those 
Binet items involving the reproduction 
of form relationships (drawing a dia- 
mond, memory for designs, and paper 
cutting), (b) had a significantly higher 
vocabulary level, (c) showed markedly 
poorer organization of form on the 
Rorschach, (d) had significantly more 
abnormal EEGs, (e) and had a more 
inadequate personal and vocational ad- 
justment in the institution. The test 
pattern of six of the 16 cases of the 
Kohs-below-Binet * group was consid- 
ered similar to that found in cases of 
cerebral pathology ; while the remainder 
had the kind of variable pattern con- 
sidered representative of the very un- 
stable, familial defective. None in the 
Kohs-above-Binet group showed any 
evidence in their test pattern of those 
criteria commonly associated with cere- 
bral pathology. 


PROCEDURE 


Subjects." The 18 cases of cerebral 
palsy in the present study were classified 
as follows: 8 hemiplegias, 5 spastic 
paraplegias, 2 diplegias, 2 choreo-athe- 
tosis, and 1 cerebellar ataxia. Table 1 
contains the diagnosis for each case. 
The average chronological and mental 
ages were 19.5 and 8.1 years respec- 
tively. It should be noted that this 
group contains four cases whose mental 
ages are below that of any individual in 
the previous study of familials, while 
the latter contained more cases with 
mental ages above ten years. The 
lower average M.A. in the present study 


1 The writers wish to thank Herman Yannet, 
Medical Director of the Southbury Training 
School, for making the diagnoses and for his 
helpful suggestions regarding this study. 


is probably due to the fact that we are 
dealing with an institutionalized group 
with a known cerebral pathology. Those 
cases where the cerebral palsy has had 
little or no effect on intellectual func- 
tioning are not likely to be institutional- 
ized. 

Tests. Each child was given the 1937 
Binet (L), the Arthur Performance 
Scale, the Rorschach, and an electro- 
encephalographic examination. 

Method of analysis. The following 
Binet items, which were found to be 
significant differentiae in the familial 
group, were also studied in the present 
group. 

1. Drawing of a diamond. An individual 
was noted as either passing (P) or failing 
(F) the test which appears at the 7 year 
level. 

2. Memory for designs. If the individual 
successfully reproduced the two designs, he 
was given a score of 2; if only.one design 
was passed, he was given a score of 1; if 
none was passed, he was given a score of 0. 

3. Paper cutting. This test appears at 
the 9, 13, and Superior Adult III levels. If 
the individual passed all three designs, he 
was given a score of 3, if two were passed a 
score of 2, if on: was passed a score of 1, 
and if none was passed a score of 0. 

4. Vocabulary. The number of vocabu- 
lary words correctly defined was the indi- 
vidual’s score. 

5. Abstract Words. The definition of ab- 
stract words appears at the 11, 12, and 14 
year levels. The number of abstract words 
correctly defined was used as the score. 


The scoring of the subtests on the 
Arthur scale was done in accordance 
with the point score method given in 
Arthur’s manual(!). The Rorschach 
scoring follows the directions given by 
Klopfer and Kelley(2). 

The group of 18 cases will first be 
divided as in the previous study: those 
with the Kohs M.A. 18 months above 
the Binet will be put in one group ; those 
with Kohs M.A. 18 months below the 
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Binet will be put into a second group; 
and the remainder will be put into a 
third group. 


RESULTS AND DISCUSSION 


Binet and Arthur data. It will be 
seen from Table 1, which gives the in- 
telligence test results for the entire 
group, that cases 6, 8, 16, and 18, clearly 
fall into the Kohs-above-Binet group; 
in addition, with the exception of case 
8, they succeed in at least two of the 
three Binet items previously found as- 
sociated with the Kohs-above-Binet re- 
lationship. The failures of case 8 on 
paper cutting and memory for designs 
were marginal and do not reveal a real 
disability in these tasks. It should be 
noted that case 16 succeeded in paper 
cutting on the Superior Adult III level. 
A comparison of the cerebral palsied 
Kohs-above-Binet group with the famil- 
ial Kohs-above-Binet group reveals 
their essential similarity. In other 
words, the cerebral palsied Kohs-above- 
Binet group shows no signs in their test 
pattern of the effects of cerebral pathol- 
ogy upon intellectual functioning. As 
a group they have little or no difficulty 
where a task calls for the abstraction of 
meaning in terms of form relationships, 
an area in which other investigators 
have noted that cases of cerebral pathol- 
ogy show the greatest disability. The 
possibility that the retardation in these 
four cases may be primarily the result 
of factors others than the cerebral palsy 
is strengthened by the fact that the 
presence of a cerebral palsy condition 
does not necessarily mean that it is in- 
terfering with intellectual function- 
ing(3). These results also suggest that 
the cerebral damage may be of a sub- 
cortical rather than of a cortical nature 
and, therefore, not necessarily influenc- 
ing intellectual activity. 
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Of the 12 cases in the Kohs-below- 
Binet group nine (cases 1, 2, 3, 4, 5, 7, 
9, 11, and 12) have very similar test 
patterns. Not one of the nine, regarcl- 
less of mental level, was able to approxi- 
mate a correct drawing of a diamon¢l, 
or achieve at least a marginal failure cn 
paper cutting or memory for designs. 
In case 1 even the drawing of a squate 
at the 5 year level was completely failed, 
and in several of the other cases their 
marginal success in the drawing of a 
square revealed their marked disability 
where the reproduction of form rela- 
tionships was involved. Only two of 
these nine cases were able to complete 
the first Kohs designs and the remainder 
could not do any. On other Arthur 
sub-tests these cases did equally poor. 
In comparison to their mental level this 
group did relatively better on the vocab- 
ulary test. A comparison of these nine 
cases with the six cases in the familial 
Kohs-below-Binet group suspected of 
some form of cerebral pathology reveal 
the striking similarity of their Binet- 
Arthur test pattern. 

The remaining three cases (cases 13, 
14, 15) in the Kohs-below-Binet group 
have a more variable picture. Although 
they did not do well on the Kohs de- 
signs, they did not show the complete 
inadequacy of the other members of the 
Kohs-below-Binet group. In addition, 
they also succeeded in two of the three 
Binet items on which all other members 
of the group failed. These three cases, 
in addition to the two (cases 10 and 17) 
whose Kohs mental age was neither 18 
months above nor below the Binet, have 
a test pattern more characteristic of the 
unstable defective child than of the one 
whose intellectual functioning is being 
directly hindered by cerebral pathology. 
Like the unstable familial defectives, 
and unlike the nine cerebral palsy cases 
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previously described, these five cases are 
not consistently poor in the visual-motor 
area, and the quality of their successes 
and failures suggest capacity for more 
efficient functioning. Their variability 
seems to be a function more of instabil- 
ity than disability. However, the possi- 
bility that in these five cases the effects 
of cerebral pathology upon intellectual 
functioning are not being detected by 
the present pattern analysis cannot, of 
course, be excluded. 

Rorschach data. Because the num- 
ber of cases is small and certain of the 
Rorschach categories have few re- 
sponses, statistical analysis does not 
seem justified. Analysis of the data 
indicates the following trends toward 
group differences : 


1. Minus responses. No individual in 
the Kohs-above-Binet group gave a re- 
sponse which could be scored minus ; that 
is, their responses did not contain irra- 
tional features. The form quality of their 
responses was at least average and several 
can be considered original. In the Kohs- 
below-Binet group one case had one minus 
response, two had two, three had three, 
one had four, one had five, one had six, 
one had seven, and one had eight such re- 
sponses. The nine cases in this group who 
were noted previously as doing very 
poorly on those Binet and Arthur tasks 
where form relationships were concerned 
generally gave the vaguest and most irra- 
tional Rorschach responses. The remain- 
ing three cases in the Kohs-below-Binet 
group, in whom instability seemed to be 
predominant in the Binet-Arthur analysis, 
showed variability in the form quality of 
their responses: some of their responses 
were well seen while others contained ir- 
rational elements. This variability is 
similar to that found in the unstable, 
familial, Kohs-below-Binet group. Of 
the two cases whose Kohs score was 
neither 18 months above nor below the 

2. The writers wish to thank Mrs. Ruth Wolf- 


son of the Rorschach Institute for checking the 
scoring of the Rorschach responses 


Binet, one had eight minus responses and 
one had none. 

2. Human movement (M). Three of 
the four Kohs-above-Binet cases had at 
least two, well-seen, human movement re- 
sponses. Five of the twelve Kohs-below- 
Binet group had human movement re- 
sponses, three of these being the ones 
whose Binet-Arthur performance and 
Rorschach form quality were variable and 
considered more characteristic of insta- 
bility than of disability. 

3. Color responses. The Kohs-above- 
Binet cases were not affected by color to 
the extent that form quality in the colored 
cards suffered. The Kohs-below-Binet 
group seemed unable to cope with the 
bright color and three of them resorted to 
color naming or color description. Of the 
two cases whose Kohs score was neither 
18 months above or below the Binet, one 
showed very severe color shock (giving 
only two responses after the first card and 
being visibly upset), and the other gave 
frequent color naming responses. 


It should be stated at this point that 
the Binet, Arthur and Rorschach analy- 
ses were done before the subjects were 
given the electroencephalographic ex- 
amination. This procedure was adopted 
in order that the writers be uninfluenced 
in determining which cases in the Kohs- 
below and Kohs-equal-Binet groups had 
a test pattern more characteristic of in- 
stability than cerebral pathology. In 
other words, distinguishing between the 
test patterns of instability and cerebral 
pathology is made in some cases on 
qualitative observations so that de- 
pendence on and knowledge of non- 
psychological test data (such as the 
EEG) may hinder the clinical psycholo- 
gist from giving a more precise basis to 
his conclusions. The decision to group 
cases 10, 13, 14, and 17 as “unstable” in 
contrast to the nine cases where cerebral 
pathology was considered primary was 
made on the basis of the following 





146 


criteria: (a) when there was variability 
in the Binet items requiring visual- 
motor coordination, (b) when there was 
evidence of the ability to handle the re- 
production of diagonal lines, (c) when 
there was evidence that sloppiness and 
impulsiveness rather than a basic dis- 
ability were affecting visual-motor per- 
formance, and (d) when the form level 
of the Rorschach responses varied no- 
ticeably, or the individual was obviously 
disturbed by the blots as a result of 
what seemed to be emotional factors. 
EEG data.* In table 2 the four cases 
in the Kohs-above-Binet group have 
been grouped with the five cases where 
instability was considered primary, be- 
cause their test patterns do not suggest 
the influence of cerebral pathology upon 
intellectual functioning. In other words, 
the comparison in the table is between 
nine cases where there is no test pat- 
tern evidence of cerebral pathology and 
eight cases where there is such evidence. 
It is clear from the table that there is 
very good agreement between the test 
pattern and the EEG results. It should 
be noted that the abnormal EEGs in 
cases 6 and 8 are moderately abnormal 
with no foci apparent, while the ab- 
normal EEGs in the “pathology” group 
tend to be very abnormal with foci 
present. Another finding is that normal 
EEGs were found in each of the five 


3 The writers wish to express their apprecia 
tion to Margaret Lennox, M.D., of r tag ) ood 
ment of Psychiatry, Yale Medical School, for 
obtaining and interpreting the EEG data. 


S. B. SARASON & E. K. SARASON 


cases where instability was considered 
primary despite superficial similarity to 
the “pathology” pattern, a result which 
emphasizes the importance of qualita- 
tive observations in test analysis. 

Since the EEG is an established valid 
tool in detecting cortical pathology, the 
substantial agreement between the EEG 
results and test-pattern analysis indi- 
cates that the latter is also a valid diag- 
nostic tool in distinguishing between 
cortical and sub-cortical pathology. Al- 
though test patterning is not revealing 
as to etiology, it sheds diagnostic light 
on the probable location of the brain 
damage (cortical or sub-cortical) and 
its influence upon present and future in- 
tellectual functioning. 

Family data: An examination of the 
family backgrounds of the two groups 
in Table 2 reveals that in the case of 
those where there was no test evidence 
of cortical pathology seven of the nine 
subjects come from a background usu- 
ally found with the familial or “garden 
variety” kind of mental deficiency. It 
should be noted that cases 6 and 8 are 
siblings, as is also true of cases 13 and 
14, while case 16 is a first cousin to the 
former pair. Of the nine cases where 
cortical pathology was considered pri- 
mary six came from at least intellectu- 
ally average homes and three from 
borderline homes. Although evaluat- 
ing family backgrounds from case his- 
tory materials is hazardous, the cultural 
and intellectual subnormality of the 


Taste 2. Electroencephalographic data* 











Normal E E G Abnormal E E G 
Cases where cerebral palsy Cases 10, 13, 14, 15, 16, 17 18 Cases 6 and 8 
is not considered primary N =7) (N = 2) 
Cases where cerebral palsy Cases 1 and 7 Cases 2, 4, 5, 9, 11, 12 
is considered primary (N = 2) (N =6) 





* Case 3 was not available for the electroencephalographic examination. 

















THE DISCRIMINATING VALUE 


backgrounds of those in whom cortical 
pathology is not considered primary 
lends weight to the suggestion that their 
retardation is on a familial basis rather 
than a result of the cerebral palsy. 


CONCLUSIONS 


The method of test analysis used in 
this study helps to discriminate between 
those whose cerebral pathology is of a 
cortical nature and is the cause of the 
mental deficiency and those whose cere- 
bral pathology is of a sub-cortical na- 
ture and probably not the cause of the 
defective functioning. This does not 
imply that cases of cerebral palsy can 
be neatly divided into a cortical-sub- 
cortical dichotomy. In a large number 
of cases both areas are affected, but the 
psychological tests reflect only the corti- 
cal abnormality. The absence of signs 
of cortical abnormality, in the face of 
positive neurological findings, implies 
sub-cortical abnormality. As in the case 
of the familials, the cerebral palsied do 
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not seem to be a homogeneous group 
either etiologically or in their intel- 
lectual functioning. 

The good agreement between the 
test pattern and the EEG, a sensitive 
test for cortical disfunctioning, estab- 
lishes the diagnostic validity of the 
former. The present study also indi- 
cates how important qualitative obser- 
vations are in the interpretation of the 
quantitative relationships of the test 
pattern. 
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WAR NEUROSIS: 
CLINICAL AND CONTROL GROUPS* 


I, A PRELIMINARY STUDY OF 


E. LAKIN PHILLIPS 
St. Paul (Minn.) Department of Education 


An examination of recent reviews of 
the literature on war neuroses!(3, 4, 5), 
and of separate articles published since 
the reviews(1, 6, 7, 8) reveals that nearly 
all of these studies are concerned almost 
entirely with the characteristics of clini- 
cal groups, with little or no material 
being given on control groups. The ab- 
sence of reported data on control groups 
is understandable where studies have 
been made under war-dominated con- 
ditions. However, many of the investi- 
gators fail to mention the fact that their 
generalizations are based only on clini- 
cal groups and are thereby restricted. 
As a result conflicting data and fallacies 
arise which are often difficult to explain. 
The only resolution to this seeming im- 
passe is to be found in as careful con- 
sideration of control groups as has been 
the case in reporting the clinical mani- 
festations of war neurosis patients. The 
present article will be concerned with 
some of the characteristics of war neu- 
rosis patients compared to a control 
group, and with a brief general discus- 
sion of the use of the control group as 
reported in this study. 


SAMPLING OF CONTROL AND 
CLINICAL GROUPS 


Three groups of combat-experienced 
soldiers were asked to answer a group 


* The author wishes to thank Drs. Harry G. 
Rainey, Otto N. Raths, Jr., Everett F. Lombard, 
Bernard Rattner, Jack L. Kahn, Thomas A. 
Neclario, and Julian Stamm for their help in 
gathering the —— data, and Dr. Florence L. 
Goodenough of Institute of Child Welfare, 
University of Minnesota and Daniel N. Wiener, 
Veterans Administration, Minneapolis, Minn., 
for helpful suggestions in the preparation of this 
and other papers to follow in this series. 

1. The terms “war neurosis” and “combat ex- 
haustion” are used interchangeably. Virtually 
all of the cases in the present report were diag- 
nosed as anxiety or anxiety-hysteria neurosis. 


of questions commonly given to war 
neurosis or “combat exhaustion’ pa- 
tients upon their entrance into a neuro- 
psychiatric hospital in the combat zone. 
The first group, hereafter designated as 
clinical Group A, was composed of 116 
war neurosis patients admitted to the 
hospital during a three day period in 
February, 1945. The second group, 
clinical Group B, was composed of 50 
war neurosis patients admitted to the 
hospital in December, 1944. The ad- 
mission dates of this group spread out 
over a 10-day period. The control 
group, Group C, consisted of 116 com- 
bat soldiers who had never been sent to 
a hospital for a neuropsychiatric com- 
plaint during their army histories. This 
group was drawn from three companies 
of a division which was in a rest area— 
during a lull in the fighting—at the time 
of the study. The control group was 
questioned at the same time (February, 
1945) that Group A was questioned. 
Responses to the questions in both 
clinical groups were gained in a semi- 
private interview situation between the 
psychiatrist and a soldier. These inter- 
views took from twenty to forty min- 
utes depending upon the pressure of 
work and the patient’s willingness to 
talk at length about his current symp- 
toms or past history. Responses to the 
questions in the control group were ob- 
tained in small sub-groups numbering 
from five to fifteen soldiers. Precau- 
tions were taken to insure that the ques- 
tions were understood and that the men 
had nothing to gain by covering up any 
facts about themselves. Answers were 
written on an ordinary sheet of typing 
paper by each soldier after the questions 
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were read orally by a psychiatrist. The 
answer papers were anonymous. Each 
of the sub-groups took approximately 
30 minutes to answer the questions. 
The control group was drawn from 
only one division which was available 
at the time of the study. Ideally, con- 
trol groups should be drawn from a 
single division and compared to “ex- 
haustion’”’ patients from the same divi- 
sion. This helps to control such fac- 
tors as interdivisional differences in 
handling neuropsychiatric cases, in the 
nature of the local terrain and weather 
conditions under which a given divi- 
sion is fighting, in the quality of leader- 
ship, in the amount of troop reinforce- 
ments available, and other similar fac- 
tors. The clinical groups (Groups A and 
B) in the present study are composed of 
men from several divisions. There were 
not enough clinical records in the hos- 
pital on men from the same division 
as the control group to offer a suitable 
comparison to the control group. Hence 
both clinical groups had to be made up 
of men from several divisions and com- 
pared to controls from a single division. 


LIMITATIONS OF THE DATA 


There are limitations of the data 
drawn from both the clinical and con- 
trol groups. The first concern one would 
have for such data would be to deter- 
mine the reliability of the soldiers’ an- 
swers to the questions in the psychiatric 
interview, which usually took place 
within an hour or two after the patient 
was admitted to the hospital. In the 
present study we have no information 
on this point, nor have there been any 
reports on this question in the numerous 
articles that have been published dealing 
with war neurosis. However, it was 
the general practice in the hospital from 
which all the clinical cases were drawn 
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to pass by the extremely disturbed indi- 
viduals at the first interview, obtaining 
only identifying information, and to 
get the more complete data at a later 
time if the patient were available and 
amenable to questioning. Thus there 
was some selection in the cases on whom 
complete data were obtained. In addi- 
tion, it is assumed that some patients 
(as well as the control cases), despite 
the precautions taken, answered some 
questions falsely or perfunctorily and 
the data obtained on them are partly 
false or an over-or-under-statement of 
the true facts, depending on whether 
the individual sought to gain a personal 
advantage by one or the other method. 

A further limitation stems from the 
fact that the data were gained by six 
psychiatrists who were doing the inter- 
viewing. Although there seemed to be 
no noticeable differences in their various 
techniques of interviewing or in their 
biases with regard to the causes of nerv- 
ous disorders, it is likely that subtle 
factors operated to cause some of them 
to take more or less data anu to look 
for and record different things in the 
individual’s history, although a standard 
interview form was used on all occa- 
sions. 


PROCEDURE AND RESULTS 


Patients entering the neuropsychia- ° 
tric hospital with the diagnosis of “com- 
bat exhaustion” were asked certain ques- 
tions as identifying data and other ques- 
tions about their personal and family 
histories. The identifying data in- 
cluded name, rank and serial number, 
years/months in the service, time over- 
seas, time in combat, and age. Ques- 
tions about their personal and family 
histories included items about enuresis 
(beyond age 8), habitual school truancy, 
unusual fears or emotional episodes dur- 
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ing childhood, and items about their 
family histories such as the incidence 
of insanity, “nervous breakdowns,” 
chronic alcoholism, parental disharmony 
and divorce, and other similar items. 
The questions were asked in as standard- 
ized a manner as was compatible with 
the temper of events in the hospital at 
the time and as was fitting for the indi- 
vidual soldier being interviewed. 

The same questions were asked of a 
control group of 116 soldiers who had 
had similar combat experiences. The 
questions were asked orally in small 
groups of from 5 to 15 men each. The 
same psychiatrists asked questions in 
both the clinical and control groups. In 
the clinical groups the psychiatrists 
wrote down the soldier’s answers to the 
questions on an interview sheet; in the 
control group situation the soldier wrote 
his own answer on a sheet of paper. 

Because the number of neurotic symp- 
toms which humans may manifest is 
almost limitless and because the effort 
needed to explore the presence of such 
symptoms is time consuming, only cer- 
tain areas or major groups of factors 
were considered for the present study. 
Only major reactions or the presence of 
persistent neurotic complaints of a fairly 


intense degree, characteristic of the — 


soldier’s family or of the soldier him- 
self, were recorded. No attempt was 
made in Table 1 to rate the relative 
importance of such items or to give 
them differential weights. The total 
number of positive (indicating poor 
adjustment) factors was computed for 
each group without any attempt being 
made to classify them into the usual 
nosologies. Table 1, comparing the 
clinical Group A with control Group C, 
presents the first set of findings. 

In Table 1 there has been no attempt 
to hold any variable or variables con- 
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stant. A random selection of patients’ 
interview records was taken from the 
total number of patients in the hospital 
during a given three-day period in Feb- 
ruary, 1945. It so happened in this 
selection that Group A had considerably 
more combat time than Group C, the 
difference being significant at the one per 
cent level. Group A also had signifi- 
cantly greater periods of army service, 
time overseas, and age, the differences 
being significant at the one per cent 
level. With these important variables 
showing such significant differences, 
it is interesting to see how the two 
groups are separated on certain back- 
ground factors in their individual his- 
tories. With regard to positive (neu- 
rotic and/or psychotic) factors in their 
histories, the two groups are not reliably 
different (at the one per cent or two per 
cent level, that is). No reliable difference 
between the two groups was found con- 
cerning courts martial in the army; 
and the difference in the number of 
decorations, while greater for the con- 
trol group, is not a significant one. The 
fact that the control group was two 
years older than the clinical group may 
largely account for their greater number 
of decorations and awards. 

Marital status shows that Group A 
had a reliably greater number of single 
men than Group C. Insofar as the two 
groups are comparable the data are 
incompatible with the oft-repeated state- 
ment that “exhaustion” patients are 
more likely to be married men, the as- 
sumption being that they have more 
home ties and are less adaptable to the 
requirements of giving up the self for 
group goals demanded by the combat 
situation. However, the two years 
difference in age may account for much 
of the difference in marital status be- 
tween the two groups, particularly since 
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TaBLe 1. Comparison of clinical group A and control group B on several items from 
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the individual’s history 











Clinical group Control group 
A Cc 
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Item 116 cases 116 cases Diff. 

Rank PORE SFE Skids dues 71.5% 58.6% 2.002 
Se See 28.5% 41.4% 

Months in service Mean .............00eeeeees 30.13 24.26 2.83 
tM ccc. Ci penee wees ant 18.7 12.25 
DI Ca Sate hdigs Versesude ss 6-108 7-48 

Months overseas Mean ..........----00-e000> 11.09 6.86 4.7 
MN dos Ldeetwhh scceanasn 8.38 4.27 
EN cP as st soci eh Wed be 2 1-30 1-28 

Days combat ME Veh GC eahbbbereduwen 116.17 69.58 4.96 
Ms nai Riostabiniatenoesdnaas 84.06 59.10 
RENEE TE Dee Caer were 1-258 1-250 

Age I cr GARE Taree hk dkeone 24.53 26.49 3.01 
DO Gv SROS Shab eda sannenne 4.90 5.17 
as a ae 18-38 19-38 

Positive factors Total number ............... 114 111 
Per cent showing ........... 44.0% 35.3% 1.32 

Courts martial BONE eb OE bens ic ocndnns’s 84.0% 91.0% 1.57 
CU OE SOTO So 6 sins odes 16.0% 9.0% 

Into army SS EOE OPT ETE 8.5% 15.5% 
Selective service ............ 77.59% 81.0% 0.65 
, 8 Ee re ea 14.0% 3.5% 

Marital status M/O children .............. 15.5% 13.7% 
M/ with children ........... 16.3% 35.3% 
EO: OES er 68.2% 51.0% 2.59 

School grade MEE < SodonésGisede cdusxnss 7.48 9.47 4.85 
i 5 cS Seda dakecccciwe 3.26 3.01 

Decorations ae See 34 53 
Per cent having ............. 21.5% 31.8% 1.72 





2 The formula used in the calculation of the difference in proportions was taken from 


0 D.% = (rete 


Arkin and Colton?) : 


this difference occurs in the 24-26 year 
old range. 

No claim is made that these results are 
entirely adequate. The results of the 
comparisons made in Table 1 are partly 
a function of the unequal bases on which 
the two groups are compared. It would 
be easy to say that the exhaustion pa- 
tients are typically younger, single, have 
less schooling, and a greater incidence 
of neurotic and psychotic factors in 
their backgrounds, but such a statement 
would not adequately represent the dif- 
ference between men who break down in 
combat and those who continue to fight. 


rad few conclusions can be drawn 
from Table 1. A more nearly adequate 
matching of the two groups is needed. 
In order to answer questions about the 
personality and positive factors in the 
histories of the two groups they should 
have had the same amount of combat 
time, be of the same age and, if possible, 
have spent the same amount of time in 
the army and the same amount of time 
overseas. If, in addition, the control and 
clinical groups could have been drawn 
from the same division we would be in 
a much better position to answer the 
questions about differences in their per- 
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Taste 2. Comparison of clinical group B and control group C on certain items in the’ 
individual’s history, holding age and combat time relatively constant 








Clinical group Control group 
B Cc 





Item 50 cases 116 cases Diff. 
Rank gtd ye ee ae gr ee 80% 58.6% 2.07 
I ic oneee ee aac cvteve 20% 41.4% 
Monthsinarmy Mean ..............sceeeees 20.4 24.26 2.06 
Me MA duce pclethanh s0asnbdeaes 10.7 12.25 
SND SeWacs ke tdesden cosines 6-52 7-48 
Months overseas Mean ...........cccceeecees 5.36 6.86 1.70 
BU nrcibbatacihenwbebenn 4.42 4.27 
NE cca ive co nceeesennees 1-24 1-28 
Days combat NE Sas re Bw ecb boiscesees 71.40 69.58 0.17 
a Oy Sas ear esauackssssayes 61.15 59.10 
NE i iclies inate cvaces 1-184 1-250 
Age DE . i guthrdesuendcnnoe's 26.34 26.49 0.19 
PER aNoswencesdusekustaees 4.92 5.17 
RE aL ee ee ae 19-39 19-38 
Positive factors Total number .............. 70 111 
Per cent having ............ 78% 35.3% 3.95 
Courts martial POUINE kkCe bee ew Sacdce vceaeks 86% 91.0% 0.55 
GUS OF METS. occ ciccesccteas 14% 9.0% 
Into army aks ons sninn es steed 4% 15.5% 
Selective service ............ 94% 81.0% 2.31 
Fe ige 8 Re ee eter 2% 3.5% 
Marital status M/O children ........cc000 14% 13.7% 
M/with children ............ 26% 35.3% 
SES cc butts onnwecncenns 60% 51.0% 0.83 
School grade BE. osu oeksc cage rae eeciar 9.01 9.47 0.55 
Bi OR a aa ikchcis antes 3.07 3.01 





sonalities and their adjustment histories 
and the relevance of these items for the 
prediction of war neurosis. 

In Table 2 the comparison is more 
adequate than in Table 1. Two vari- 
ables, age and combat time, have been 
held relatively constant in Table 2. These 
two factors are probably the most im- 
portant independent variables. When 
age and combat time are held constant 
the differences, if there are any, among 
the other variables are made sharper 
and are seen more directly as a function 
of the personalities of the men in the 
two groups. 


DIscuUSSION 


The comparisons in Table 2 show 
that the difference between the two 
groups as to positive factors in their 


backgrounds is significant at the one per 
cent level. More men in the clinical 
group were drafted into the service 
and more of them were privates or P. 
F. C.’s the latter group being significant 
at the two per cent level. If months in 
the service and time overseas could 
have been held constant along with age 
and combat time, it is likely that the 
positive background factors would have 
shown an even greater difference be- 
tween the two groups. 

The positive factors item includes 
several sub-questions which are not tal- 
lied in Table 2. The sub-questions in- 
clude the following: army hospitaliza- 
tion or civilian doctor’s care for 
“nerves ;’’ multiple somatic complaints 
(including chronic headaches, gastro- 
intestinal upset, chronic ill-health, head 
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and body pains and aches); nervous 
parents and/or siblings; psychoses 
among parents and siblings ; family dis- 
cord and parental separation and di- 
vorce ; enuresis up to eight years of age 
in the soldier ; chronic alcoholism among 
parents, siblings, and soldier himself ; 
unusual childhood fears or traumatic 
situations; habitual school truancy or 
delinquency; and epilepsy, chorea or 
fainting and dizzy spells in soldier’s 
family or in soldier’s own history. Three 
of these sub-questions contributed 
eighty-six per cent of the total number 
of positive factors for the clinical Group 
B shown in Table 2. The three sub- 
questions, in order of importance, were 
nervous parents and/or siblings (con- 
tributed forty-three per cent of the 
seventy items shown in Table 2) ; mul- 
tiple somatic complaints (26 per cent) ; 
and civilian doctor’s care for nerves 
and/or army hospitalization for nerves 
(17 per cent). All other items, except 
family discord and parental separation 
and divorce, school truancy, and child- 
hood fears and/or traumatic situations, 
showed negligible differences between 
clinical Group B and control Group C. 
The latter three showed an unreliably 
greater tendency to occur more fre- 
quently in the control Group C popu- 
lation. 

Most of the critical ratios in Table 2 
are quite different from those in Table 
1. The biggest difference in the two 
tables is seen in the Positive Factors 
item. The reason for this difference 
is presumably due to the fact that the 
men in clinical Group A had a better 
adjustment history and thus broke down 
in the combat situation at a reliably 
later period of time than those who suc- 
cumbed on the average after seventy- 
one days of fighting. It would be inter- 
esting to see if the use of a third and 
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fourth clinical group would extend the 
Positive Items difference even farther. 
One such clinical group could be selected 
which had around 200 days of combat, 
to see if the percentage of positive 
factors was further decreased below that 
shown by clinical Group A in Table 1. 
A fourth clinical group, in which time 
in the army and time overseas, as well 
as days combat and age (as in Table 2) 
were controlled, might be expected on 
theoretical grounds to show a higher 
percentage of positive background fac- 
tors than was shown by clinical Group 
B. 

When age and amount of time in 
combat are held relatively constant, as 
in Table 2, the presence of positive fac- 
tors in the individual’s history becomes 
the most significant item. A second 
study, in which these and similar items 
of an attitudinal nature are assessed in 
more detail in questionnaire form, will 
appear in the next issue of this Jour- 
NAL. Regarding a more detailed study 
of background factors, one investigator 
(6) reports that “domestic difficulties,” 
among navy combat personnel, were 
the most significant in causing break- 
down in combat men but fails to state 
by what means he arrived at this con- 
clusion. No indication is given that a 
control group was used or what other 
factors besides domestic difficulties were 
used in the study. Others have stated 
that the most frequent predisposing fac- 
tor was a neurotically inclined parent, 
particularly the mother, which was 
primarily related to the individual's 
subsequent breakdown in the combat 
situation. Such reports appear on the 
surface to be highly unreliable. 

The important difference between the 
two tables is in the use made of the 
two clinical groups and their respective 
differences when each was compared to 








154 


the control group. If adequate controls 
are not drawn, almost any set of differ- 
ences between control and clinical groups 
may be found. Thus it is often reported 
(5, p. 11) that war neurosis patients are 
no more neurotic in their backgrounds 
and no more predisposed to combat 
exhaustion or fatigue than those who do 
not break. On the other hand there are 
those who claim that there is a sharp 
distinction between the two groups 
(5, p. 13). If we compare individuals 
who have a fairly long period of com- 
bat experience before breaking (100 to 
200 days, say) with controls who have 
had a relatively short period of combat 
experience (control Group C, e. g.), 
we may find little or no difference in 
the incidence of positive factors in their 
backgrounds. On the other hand if we 
control the amount of combat time— 
and, if possible, the other relevant fac- 
tors such as age, time overseas, and time 
in the army—we may find that the two 
groups are differentiated in terms of 
their neurotic backgrounds (Table 2). 
Still more adequate tests of the dif- 
ferences between control and clinical 
groups might be made after varying 
periods of combat time—e. g., after 
50, 100, 200, and 300 days of combat. 
We might expect, on a priori grounds, 
that the greatest differences between 
the two groups would be found after 50 
days of combat and the smallest differ- 
ences between the two groups would be 
found after 300 days of combat. Such 
interesting problems await tests by those 
who have the control data adequate for 
making these comparisons. The present 
data are inadequate for this problem. 


CONCLUSIONS 


Within the scope of the present 
article some positive results can be 
stated : 
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1. It is impossible to give a com- 
plete picture of the characteristics of 
war neurosis patients from clinical cases 
alone. Control groups are necessary. 

2. Control groups should consist of 
men with similar army, overseas and 
combat experiences, and should consist 
of men at the same age level as the 
clinical groups. Divisional control is 
desirable. 

3. Only when these variables are held 
constant is it possible to generalize about 
the adjustment histories and family 
backgrounds of war neurosis patients 
as contrasted with non-exhaustion, com- 
bat-experienced soldiers. 

4. Factors often alleged to be caus- 
ally related to the production of war 
neuroses may be seen as unimportant or 
as playing a minor role when other 
relevant factors are controlled. On the 
other hand, factors originally thought to 
be minor ones become important when 
adequate control groups are used. 


BIBLIOGRAPHY 


1. Anperson, C., Jerrrey, M., Par, M. N. 
Psychiatric casualties from the Normandy 
Beach-head. Lancet, August 12, 1944, 218- 
221. 

2. Arkin, H. and Corton, R. R. An outline 
of statistical methods. New York: Barnes 
& Noble, 1939. 

3. Dunn, W. H. War Neuroses. Psychol. 
Bull., 38, 1941, 497-504. 

4. Masxrins, M. Psychodynamic aspects of 
the war neuroses: A Survey of the Litera- 
ture. Psychiatry, 4, 1941, 97-115. 

5. Mitter, E. (Ed.). The newroses in war. 
New York: MacMillan, 1944. 

6. Rosenserc, S. J., Lampert, R. H. Analysis 
of certain factors in histories of two hundred 
soldiers discharged from the army for neuro- 
psychiatric disabilities. Amer. J. Psychiat., 
99, 1942, 164-167. 

7. Toorn, G. Nervous breakdown in the navy. 
Domestic difficulties as a causal factor. 
British Med. Journal, March 11, 1944, 358- 
360. 

8. Torrie, A. Psychosomatic casualties in the 
Middle East. Lancet, Jan. 29, 1944, 139- 
143. 


























WAR NEUROSIS: 


Il. A SECOND STUDY OF CLINICAL 


AND CONTROL GROUPS 


E. LAKIN PHILLIPS 
St. Paul (Minn.) Department of Education 


In a previous study(3) it was found 
that positive (neurotic and psychotic) 
factors in the war neurosis patient’s 
background were the chief bases on 
which clinical and control cases could be 
differentiated. In the present study 
an attempt is made to assess in more 
detail the backgrounds of combat ex- 
haustion and non-exhaustion in battle- 
experienced soldiers to determine some 
of the specific items related to war neu- 
rosis. The present study was not done 
on the same groups of soldiers used in 
the first study. Control groups were 
accessible for only very brief periods 
of time and the clinical population was 
also constantly in flux, so that it was 
impossible to make as extensive a study 
of a given group as would be desirable. 


DEVELOPMENT OF A QUESTIONNAIRE 


On the basis of extensive experience 
with hundreds of combat exhaustion 
patients, a seventy-five item question- 
naire was developed which seemed to 
cover some of the main facts concerning 
childhood and adolescent adjustment, 
army adjustment histories of the pa- 
tients, and certain facts about their 
current attitudes toward the war and 
peace tocome. No specific theory about 
the nature of war neurosis preceded the 
development of the questionnaire; 


rather, general clinical impressions and 
the consensus of opinion about the im- 
portance of an item decided its inclusion 
in the questionnaire. 

The original intention was to use the 
questionnaire at various points in the 
replacement system and, after obtaining 


a large reservoir of answers from fresh 
replacements (reinforcements), to fol- 
low the soldiers for a period of time 
finally checking up on them to see how 
the criterion groups (exhaustion and 
non-exhaustion) were differentiated by 
the questionnaire. This program turned 
out to be impossible for several reasons. 
The present study is a report of the 
findings at the beginning of the pro- 
posed project, which was before any 
attempt could be made to refine the 
questionnaire. The seventy-five items 
of the questionnaire are listed below. 
After each question there appear two 
sets of answers to the question and a 
series of figures. The first answer is 
that given by the psychiatrists as the 
“best response”’ to the question which is 
discussed in detail below. The second 
answer is the criterion response and cor- 
responding percentages given by the clin- 
ical group, control Group A, and con- 
trol Group B, in that order to the 
question. The two sets of figures that 
follow are the critical ratios! between 
the clinical group and Control Group A 
in the first instance, and the clinical 
group and control B in the second in- 
stance. The critical ratios always apply 
to the second place answer to the ques- 
tion unless otherwise indicated. 


1. Do you think that the Army does a good 
job of getting PX supplies, entertain- 
ment, etc., to the men in combat zones? 
(Yes; No, 28, 12 and 15% ; 2.96; 1.35) 

1. The formula used in the calculation of the 


difference in proportions was taken from Arkin 
and Colton(2) : 


1 1 
eD% = 4/0 (—+—) 
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10. 


11. 


13. 


14. 


15. 


16. 


17. 
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Have you been satisfied with your Army 
jobs most of the time in the past? (Yes; 
Yes, 52, 55 and 55% —; —) 

Are you afraid of the thought of going 
into battle? (Yes; Yes, 79, 63 and 
45% ; 5.01; 1.66) 

Do you feel that you are adequately pre- 
pared for combat? (Yes; Yes, 19, 24 
and 48%; —; 3.16) 

Do you resent the Army system of dis- 
cipline? (No; No, 67, 64 and 70%; 
oes am) 

Are you bothered with any personal 
problems concerning your family back 
home? (No; Yes, 40, 27 and 26% ; 2.09; 
1.36) 

Do you think that you are wasting good 
time by being in a replacement pool? 
(No; Yes, 14, 26 and 19%; 1.98; 4.59) 
Do you think that you will be placed 
with the kind of outfit you want to go 
with? (Yes; Yes, 20, 31 and 52%; 
1.94; 3.38) 

Do you think that helping the European 
Nations become free from Nazism is 
just a temporary aid? (No; Yes, 27, 
30 and 41%; —; 1.44) 

Do you think that every soldier should 
have combat experience? (Yes; Yes, 
50, 29 and 55%; 3.13; —) 

Have you had any friends or relatives 
killed or seriously injured in the war? 
(No opinion; Yes, 84, 70 and 70%; 
2.54; No, 1.59) 

Do you think that the people at home 
are behind the war effort as much as 
they should be? (Yes; Yes, 28, 26 and 
37% ; —; —) 

Do you ever feel lost in the army? (No; 
Yes, 63,45 and 30% ; 2.60; 3.09) 

Do you dislike being around crowds or 
where there is much excitement going 
on? (No; Yes, 50, 23 and 37%; 4.23; 
Do you think that the war will be over 
in Europe within the next three months ? 
(Yes; Yes, 21, 47 and 30%; 4.13; —) 
Do you have any specific plans concern- 
ing your work or personal life after the 
war? (Yes; Yes, 79, 89 and 67%; 
2.15; No, 1.80) 

Do you sometimes feel that you have 
been forgotten or forsaken at home? 


18. 


19. 


21. 


2? 


25. 


26. 


27. 


31. 


(No; No, 84, 85 and 92%; —; Yes, 
1.44) 

Do you think that the Americans are 
doing more than their share in this war ? 
(No; Yes, 50, 61 and 48%; 1.69; —) 
As a civilian did you like games or 
sports involving risk or injury? (Yes; 
Yes, 41, 46 and 67% ; —; 2.35) 

Do you have much control over your 
feelings? (Yes; Yes, 36, 65 and 67%; 
4.24; 2.75) 

Do you feel that you have much to go 
home to after the war? (Yes; Yes, 94, 
98 and 81% ; —; —) 

Do you think that Americans should spill 
their blood or die to help other nations 
be free from Nazism? (Yes; Yes, 37, 
36 and 67% ; —; 2.74) 

Do you think that the Army or the news- 
papers give too much credit to certain 
branches of the service? (No; No, 49, 
46 and 65% ; —; —) 

Do you think that the European Nations 
will always be fighting wars? (Not 
agreed; No, 6, 15 and 19% ; 2.20; 2.25) 
Do you ever feel dizzy, weak, or unusu- 
ally tired, even though you have not been 
working very hard? (No; Yes, 92, 63 
and 70% ; 5.08; 3.06) 

Have your friends or your family ever 
told you that you were stingy or selfish ? 
(No; No, 89, 88 and 81%; —; —) 

Do you think that there will be another 
war in the next generation? (Not 
agreed; No, 8, 38 and 19% ; 2.22; —) 
Do you ever have vague aches and 
pains? (No; Yes, 77, 60 and 67%; 2.56; 


Have you usually had confidence in the 
officers under whom you have served in 
close contact? (Yes; Yes, 78, 74 and 
81% —; —) 

Do you think that our goal of life— 
American Democracy—is worth fighting 
or dying for? (Yes; Yes, 84, 88 and 
Did you have temper tantrums or fears 
of dogs, the dark, or high places as a 
child? (Not agreed; Yes, 75, 40 and 
41%; 5.11; 3.33) 


. Have you usually gotten along well with 


girls? (Yes; Yes, 79, 92 and 85%; 
2.97 ; —) 

















33. 


37. 


38. 


39. 


40. 


41. 


45. 


46. 


47. 


49. 
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Do you worry long over mistakes you 
have made? (No; Yes, 69, 49 and 44% ; 
2.99; 2.32) 


. Are you anxious to get into combat right 


away? (No; No, 85, 82 and 81%; —; 


~) 
. Do you think that the U. S. A. should 


have declared war sooner than she did? 
(No; Yes, 27, 44 and 22%; 2.66; —) 
Do you think that you “gripe” less than 
most soldiers? (No; Yes, 36, 22 and 
26% ; 2.38; No, 1.98) 

Do you sometimes think that being killed 
or wounded “just couldn’t” happen to 
you? (Not agreed; Yes, 14, 21 and 
33% ; 1.41; 2.37) 

Were you taught that fear in a combat 
situation is a normal thing? (Yes; Yes, 
61, 75 and 67% ; 2.23; —) 

Do you think that you can “take it” as 
well as the next man? (Yes; Yes, 16, 
66 and 67% ; 7.48; 5.46) 

Do you wish that the soldiers back in 
the States could get a load of what you 
have seen or may see of the war? (Not 
agreed; Yes, 31, 36 and 30%; —; —) 
Do you think that the common soldier 
should be told more about military plans 
and operations? (Yes; Yes, 65, 43 
and 59% ; 3.56; No, 2.03) 


. Do you think that the war is progressing 


too slowly? (No; No, 30, 38 and 67%; 
—; 3.44) 

Do you dislike being alone? (Yes; Yes, 
71, 72 and 44% —; 2.52) 

Do you think that there will always be 
wars? (Yes; No, 5, 20 and 11%; 2.29; 
~~) 

Did you experience much nervousness 
when you were a civilian? (No; Yes, 
66, 40 and 33% ; 3.88; 3.04) 

Do you have any near relatives who are 
nervous, have fits or spells, or who are 
always going to the doctor? (No; Yes, 
63, 30 and 30% ; 4.85; 3.09) 

Do you spend much time thinking about 
your previous life back in the States? 
(Yes; Yes, 77, 83 and 70% ; —; —) 
Did you like competitive games involv- 
ing risk or injury when you were a 
child? (Yes; Yes, 42, 47 and 52%; 
eo, 

Have you ever been much afraid during 
air raids, when Buzz Bombs passed over, 


6l. 


65. 
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or during your trip across the ocean? 
(Yes; Yes, 80, 38 and 48% 7.88; 3.38) 
Do you feel useless or “just plain rotten” 
once in a while? (Yes; Yes, 82, 59 and 
74% ; 4.08; —) 


. Are you interested in joining peace or- 


ganizations, etc., after the war, to help 
prevent possible future wars? (Yes; 
Yes, 80, 76 and 63% ; —; No, 2.85) 


- Do you think that American men make 


as good soldiers as the men of most other 
countries? (Yes; Yes, 87, 93 and 89: 
amy om) 

Do you usually get along well with 
friends? (Yes; Yes, 91, 99 and 96%: 
—3 =) 

Do you usually eat and sleep well? 
(Yes; Yes, 30, 65 and 74%; 5.22; 4.22 
Do you ever “lose your head” when the 
going gets tough? (No; Yes, 68, 23 
and 44%; 7.00; 2.18) 

Do you think that you are an important 
part of the fight for final victory? (Yes; 
Yes, 47, 56 and 81% ; —; 3.13) 

Have you ever been in a tight situation 
where you lost your “guts”? (Yes; Yes, 
68, 19 and 15% ; 7.45; 4.93) 

Did you have much opportunity to hear 
artillery, mortars, mines, etc., explode 
before you got into the combat zone? 
(Yes; Yes, 50, 43 and 78%; —; 2.58) 
Do you think that the war was caused 
by rich men wishing to get more money ? 
(No; Yes, 29, 38 and 15%; 1.44; 1.45) 
Would you return to the U. S. A. today, 
if you were free to do so, even though 
the war is not yet over? (Not agreed; 
Yes, 70, 70 and 59% ; —; —) 

Have your Army experiences, on the 
whole, been worthwhile? (Yes; Yes, 
62, 77 and 81%; 2.51; 1.91) 

Did you play “hookie” much when you 
were in school? (No; Yes, 13, 13 and 
33% ; —; 2.48) 

Do you think that the troops in the rear 
help the troops up front as much as they 
should? (Yes; Yes, 62, 45 and 67%; 
2.57; —) 

Do you think that the Nations of Europe 
are, as a whole, inferior to the U. S. A.? 
(No; No, 25, 33 and 30% ; 1.35; —) 

Do you think that the people at home 
know what the war is all about? (Not 
agreed; No, 79, 71 and 74% ; —; —) 
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66. Do you hate the Germans? 
48, 60 and 52%; 1.74; —) 

67. Do you have confidence in the officers 
“higher up”—the ones you usually don’t 
see and have no personal contact with? 
(Yes; Yes, 65, 84 and 70%; 3.31; —) 

68. Do you think that a soldier is a coward 
or a weakling if he shows his fear dur- 
ing combat? (No; No, 83, 82 and 81%; 
sins, sia 

69. Do you think that you have gotten more 
than your share of bad breaks in the 
Army? (No; Yes, 30, 14 and 26% 
2.75; —) 

70. Do you think that your work and effort 
in the Army have been appreciated? 
(Yes; Yes, 58, 52 and 67% ; —; —) 

71. Do you feel that you “belong” to any 
particular kind of outfit in the Army? 
(Yes; Yes, 53, 63 and 63%; 1.51; —) 

72. Do you think that this war could have 
been prevented? (Yes; Yes, 31, 47 and 
23% ; 2.38; Can’t say, 2.83; No, 2.00) 

73. Do you have very strong feelings or 
hates about some things? (Yes; Yes, 
70, 57 and 67% ; 1.93; —) 

74. Do you think that you have been prop- 
erly classified for your Army job? (Yes; 
Yes, 22, 40 and 44% ; 2.81; 2.26) 

75. Do you believe that if your “number is 
up” you will get it no matter where you 
are or what you are doing? (Not 
agreed; Yes, 52, 67 and 67%; 2.30; 
1.35) 


(Yes; Yes, 


SAMPLING AND PROCEDURE 


The questionnaire was given to 102 
war neurosis patients in a neuropsychi- 
atric unit in the combat zone. The ques- 
tions were typed on small white cards, 
3“x3". They were shuffled and given 
in a random order to the patients to 
answer. Each patient had a pack of the 
cards and three lead cards marked 
“Yes,” “No,” and “Can’t Say.” The 
75 cards were placed on the three lead 
cards according to the individual’s opin- 
ion or feeling about the question. Each 
patient worked individually with his 
pack of cards. The 102 patients who 
answered the questionnaire were in the 
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‘rehabilitation section of the hospital 


after having been treated for war neu- 
rosis for from three to six days. Four 
separate groups of 30, 29, 25, and 18 
patients took the questionnaire over a 
4-weeks period in February and March, 
1945. 

Before the questionnaire was given 
a short orientation talk, explaining the 
reason for the questionnaire and assur- 
ing them that their responses had no 
bearing on their dispositions, was given 
by a psychiatrist in charge of the re- 
habilitation section. They were given 
unlimited time to answer the questions 
but the modal time was about 20 min- 
utes. 

Unfortunately very little additional 
data on the clinical group was avail- 
able. Only the mean (111.2 days), the 
standard deviation (56.6 days), and 
range (9-250 days), of combat time, 
and the age mean (24.65 years), the 
standard deviation (5.05 years), and 
range (19-38 years) were known for 
this group. All of them were in the 
hospital with the diagnosis of “combat 
exhaustion” on their medical records. 

Two control2 groups were also tested. 
In attempting to carry out the original 
project, the first control group reported 
here consists of 119 fresh replacements 
awaiting assignment to a combat unit. 
This group will hereafter be referred to 
as control Group A. The responses to 
the questionnaire were gotten the same 
way in the control group as they were 


2 The adequacy of the criterion group method 
in a study of war neurosis is somewhat reduced 
because selective factors not related to the in- 
cidence of NP casualties may greatly affect the 
composition of the criterion groups. Non-NP 
men, due to stronger feelings of responsibility, 
may take more chances and suffer more deaths ; 
on the other hand tial NP’s may take more 
chances due to confusion and general inadequacy. 
Both sets of factors may balance in the long 
run; this seems to be the only satisfactory 
hypothesis at this time. 
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in the clinical group discussed above. 
Control Group B was questioned at the 
same time as control Group A and con- 
sisted of 27 combat experienced sol- 
diers who were being returned to their 
old outfits or being assigned to new ones. 
All of them had been wounded in ac- 
tion. Some additional data on control 
Groups A and B were available; these 
data are contained in Table 1 below. Of 
the 75 items in the questionnaire, 31 
were significant at the 2 per cent level 
or higher for the clinical group and con- 
trol Group A ; twenty-four of them were 
significant at the 1 per cent level. Of 
critical ratios between the clinical group 
and control Group B, 18 were signifi- 
cant at the 1 per cent level. 

After considering these two sets of 
critical ratios, one would like to know 
how they fit together, whether the direc- 
tion of the differences between the two 
control groups and the clinical group 
are the same, and whether some items 
are more differentiating than others 
despite the size of the individual criti- 
cal ratio. Figure 1 shows how repre- 
sentative items differentiate between 
the two groups and has the additional 
advantage of showing the direction of 
the differences from both sets of com- 
parisons simultaneously. Only items il- 
lustrating the various types of trends 
are plotted. In further references, NC 
means Non-Combat, C means Combat, 
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and NP refers to the Neuropsychiatric 
or clinical group. 

In Figure 1, item No. 3 shows an in- 
creasing per cent of “Yes” answers as 
we pass from one group to another. The 
NC and NP difference is significant at 
the 1 per cent level (C.R., 5.01), but the 
difference between C and NP is not 
significant (C.R., 1.66). The relative 
unreliability of the latter difference may 
be partly a function of the size of the 
combat group (27 cases) and partly due 
to the fact that the NP group had had 
a greater combat experience; it may 
also be that as combat time increases, 
the percentage of “Yes’’ responses will 
increase, whether the subjects who an- 
swer the question are NP cases. ° In 
short, because the NC and NP difference 
is reliable does not mean that the item 
would be a good predictor of potential 
“combat exhaustion” or NP cases3. 

Item No. 4 illustrates a different and 
more reliable trend in differentiating the 
three groups. As combat experience 
is gained, the C and NP groups are 
differentiated more clearly than the NC 
and NP groups, the former difference 
being significant at the 1 per cent level 
(C.R., 3.16). Item No. 10 shows, like 
item No. 3 but more clearly, that a 


3. This item points up the fact that control of 
combat time is essential to the most adequate 
comparison of war neurosis non-neurosis, 
battle-experienced soldiers, a result that was 
stressed in the first article in this series‘3). 


TasLe 1. Data on control groups A and B from the replacement system 











Control group Control group 
B 
Item 119 cases 27 cases 
Days combat NG GS i inks NTS ae Se oe No 48 
Dei éha ckans ChB SNe tebes. combat 38 
SER ssh suse nusd does be uaws experience 2-180 
AGCT scores MEE Ccncu cs canccss chuev ens 90.8 91.0* 
Sa. cise dma ckeah ae cnenees 19.95 24.3* 
RE SE ey Pee oer 48-149 60-126* 





* Statistics based on 22 of the 27 cases. 
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difference between NC and NP may 
mean nothing as a predictor of combat- 
exhaustion in combat over a sizable 
period of time. Here the NC-NP criti- 
cal ratio is 3.13, but the C-NP difference 
is virtually nil. Items such as this one 
would lead to the false prediction of 
potential NP in a group of soldiers; 
this is what has been called “false posi- 
tive” in the clinical literature. There 
are two kinds of checks on this sort of 
error: a clinical examination as a check 
on the questionnaire, and the use of 
more adequate controls in the develop- 
ment of the questionnaire. Items No. 
31 and No. 39 may lead to similar 
errors. 

Further inspection of the percentage 
of “Yes” and “No” answers to the 
questions for the three groups, reveals 
that the combat or control Group B 
shows quite different responses to ques- 
tion 4, 8, 13, 16-no, 19, 22, 36-no, 37, 
42, 43, 51-no, 56, 58, 59, and 62. The 
content of these questions shows that 
the combat experienced (control Group 
B) men were typically more self-confi- 
dent, were “at home” in the army, had 
more feelings of personal responsibility 
in the war and saw themselves as per- 
sonally important in the fight for vic- 
tory, thought little of themselves with 
regard to being injured or killed (even 
though all of them had been injured), 
were not discontented with the war’s 
progress, were not interested in joining 
peace organizations in the post-war 
years, didn’t blame the war on “rich 
men,’ and had led fairly aggressive lives 
in terms of being athletic as civilians. 

On a number of questions the fresh 
replacements group (control Group A) 
was similar to the NP or clinical group. 
This may be due to the fact that control 
Group A was a very heterogeneous col- 
lection of replacements and contained 
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a typical number of potential NP casual- 
ties. In this regard it was not as “pure” 
a group as control Group B. Further- 
more, besides combat experience being 
selective in terms of “nervous” sta- 
bility, it also probably instigates the 
development of certain attitudes neces- 
sary to good adjustment and personal 
safety and efficiency in the combat situa- 
tion; these attitudes we would not ex- 
pect to find in the fresh replacement 
group because of lack of combat ex- 
perience, and we would expect to find 
a paucity of them among NP cases. 
Some proof of this hypothesis is seen 
in an examination of questions 4, 8, 13, 
etc., mentioned above. 

There is one shortcoming to the com- 
bat and NP comparisons and that is 
that the NP group had more than twice 
as much combat experience as the com- 
bat group. However, we may follow 
the lead suggested by the first paper in 
this series(3), and hypothesize that the 
differences found between the two 
groups in this study would be even 
greater if combat time and other vari- 
ables such as age, time in the Army 
and time overseas, were held constant. 


ScORING AND “SCALES” OF THE 
QUESTIONNAIRE 


In order to make some arbitrary be- 
ginning toward determining the reli- 
ability of the questionnaire, a clinical 
scoring key was derived. Seven psy- 
chiatrists were asked to “score” the 
75 items in terms of what they con- 
sidered the “best response,” the best 
response being determined by their idea 
of good adjustment to war and combat 
conditions. Admittedly this criterion is 
not specific, but the nature of the con- 
crete situation in which the judges were 
working and the homogeneity of their 
experiences with war neurosis produced 
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Taste 2. Numbers of the questions or items from the questionnaire falling into each 
of the three subdivisions. Comparing the clinical and control (A) groups 











Past 
personal-family or Present life 
pre-army adjust- and army adjust- General attitudes and 
ment history items ment history items attitudes toward the future items 
14* 31* 62 02 47 57* 74* 01* 12 24 40 60 72* 
17. 32° 05 49* 58 03* 15* 27 41* 63* 75* 
19 33* 06 SO* 61* 04 16* 30 42 64 
20* 43 13* 53 69* 07 18 34 44 «65 
25* 45* 29 54* 70 08 21 35* 51 66 
26 46* 36* 55* 71 eo: 2. 2... oF 
28* 48 30* 56 73 10* 23 38 59 68 





* Denotes items which fell at the 2 per cent level or higher. 


a surprising amount of agreement. On 
the basis of this agreement, and on the 
basis of an arbitrary “solution” of the 
points of disagreement, a scoring key 
was derived. The first answer given in the 
parenthesis following each question is 
the answer taken from the clinical scor- 
ing key. The calculations on 146 cases 
from the replacement system (control 
Groups A and B) gave a split-half 
Pearson Product-Moment correlation of 
.79; corrected by the Spearman-Brown 
formula, the r was .88. This was before 
any refinement of the questionnaire 
could take place. 

Scales. Three “scales” or subdivi- 
sions of the questionnaire are possible. 
One dealing with pre-army adjustment 


Tasre 3. Numbers of the questions or items from the questionnaire falling into each 
of the three subdivisions. Control group B and the clinical group are compared 


history (personal and family life) ; one 
dealing with current, army adjustment ; 
and a third dealing with general atti- 
tudes toward the war, the peace to come, 
and other similar questions. The num- 
bers of the questions or items included 
in each of the three sub-divisions are 
listed below in Tables 2 and 3, where the 
clinical and two control groups are com- 
pared. 

There are 15 questions in the first 
scale, 22 questions in the second, and 
37 questions in the third. One ques- 
tion, No. 11, is a factual one and is not 
classified in Table 2. Sixty per cent 
of the questions in the first scale were 
significant at the 1 per cent level; the 
second scale had 11 out of 22 items 
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significant at the 2 per cent level or 
high. Ten, or 27 per cent of the items 
in the third scale were significant at the 
2 per cent level. 

The first scale, pre-army adjustment 
history, seems to have been the most 
successful in differentiating the clinical 
group from control Group A. Whether 
this means that we accidentally got bet- 
ter items in this area, or whether the 
area itself is more important in predict- 
ing potential war neurosis patients, is 
a moot point. Ina study of psychiatric 
casualties from the Normandy Beach- 
head, Anderson(!) reports that child- 
hood experiences did not differentiate 
between combat instigated psychiatric 
casualties and those developed in a non- 
combat situation in the army, as shown 
by the Woodworth-House Psychoneu- 
rotic Inventory. On the other hand the 
inventory did show that adult adjust- 
ment history questions differentiated 
between the two NP groups. 

In the Anderson study no compari- 
son of combat-experienced (NP and non 
NP) soldiers was made. Table 2 of the 
present paper, likewise, does not include 
a comparison of combat-experienced 
men in both the clinical and control 
groups. Table 3 presents data which 
will partly overcome the limitations of 
Table 2. 

Table 3 presents the critical ratios 
obtained from comparing the clinical 
population with 27 combat-experienced 
soldiers who had not developed any 
psychiatric complaint during their tour 
of combat (except for one who reported 
that he had been hospitalized for 
“shock” as well as for wounds). Nine 
of the 15 questions in the first scale 
are significant, all but one of them at 
the 1 per cent level. The second scale 
includes 6 items which are significant 
at the 2 per cent level or higher. Twenty 
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per cent of the items in the third scale are 
significant at the 2 per cent level or 
higher. 

The tentative generalization that pre- 
army adjustment history is significant 
for the combat-instigated NP condition, 
mentioned in connection with the An- 
derson study(1) and Table 2, is borne 
out by Table 3. As in the previous study 
in this series, the more adequate the con- 
trol of combat experience (and other 
relevant factors controlled in the pre- 
vious study), the sharper the relation- 
ship between pre-army adjustment his- 
tory and subsequent breakdown. How- 
ever, this does not mean that army 
adjustment and/or general attitudes 
toward the future are not important; 
it is easy to see from Tables 2 and 3 
that they are important and would add 
a great deal in predictive efficiency to 
any questionnaire which was used to 
differentiate potential NP cases in a 
combat situation. People are more im- 
partial concerning their childhood ad- 
justment than they are concerning cur- 
rent problems of adjustment; they are 
more likely to admit unhappiness which 
is temporally removed from them. At- 
titudes toward the future are difficult 
to formulate precisely and may not have 
a great deal to do with how the indi- 
vidual is actually affected by concrete 
battle situations which have unpredict- 
able relationships to questions about the 
future. 


SUMMARY 


A 75-item questionnaire was devel- 
oped to assess the pre-army and army 
adjustment histories of NP and non- 
NP, battle-experienced soldiers and 
fresh replacements. On the basis of a 
clinically derived scoring key, the ques- 
tionnaire yielded a split-half r of .79, 
which became .88 when corrected. 
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Items were analyzed in terms of the 
critical ratios for both the clinical and 
control group A, and the clinical and 
control Group B. The latter had had 
battle experience, the former had not. 
Fifty-seven of the 75 items differen- 
tiated either between control Group A 
and the clinical group or control Group 
B and the clinical group. 

On the basis of inspection the ques- 
tionnaire was divided into three 
“scales”: pre-army adjustment history, 
army adjustment history, and general 
attitudes toward the war and the fu- 
ture. The items in the first scale yielded 
a larger percentage of high critical ra- 
tios than the other two scales. It was 
concluded that pre-army adjustment 


M. F. DE MARTINO 


history was more significant for differ- 
entiating NP and non-NP cases (com- 
bat and non-combat) than army adjust- 
ment history or general attitudes toward 
the future, although the latter two 
areas are important and should by no 
means be overlooked in differentiating 
between NP and non-NP, combat- 
experienced soldiers. 
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THE SIMILES TEST AS A GROUP DEVICE * 


MANFRED FRANK DE MARTINO, M.A. 
Syracuse University 


INTRODUCTION 


The Similes Test, as used by D. R. 
Wheeler(1) at the Harvard Laboratory, 
consists of ten adjectives. His direc- 
tions for giving the test are as follows: 
“I am going to give you some adjec- 
tives. I wish that for each one you 
would give me several of the most apt 


or striking or effective similes that you. 


can think of. They must be original 
with you.” After the examiner defines 
a simile, the subject is given ten adjec- 
tives at intervals of two or three min- 
utes each : as “pathetic” as, as “incongru- 
ous” as, as “hot” as, etc. The subject 
has two minutes in which to write down 


*A condensation of a Master’s Thesis at 
Syracuse University under the of 
Dr. Arthur W. Combs, Director, Mental Hy- 

. Ss * . 


as many responses as he can think of. 
As Wheeler points out, “It was found 
that in many cases this relatively sim- 
ple test furnished a surprising amount 
of information about the subject.” 

In attempting to investigate the dy- 
namics of the total personality through 
the use of projective devices, the more 
revealing responses are thought to be 
the deviant, bizarre, and unexpected. 
However, in order to know the deviant 
responses, it is first necessary to know 
the norms. One objective of this study 
was an attempt to establish such norms 
for a limited college group. 

Most projective instruments have 
been originally designed for individual 
use. It seems likely, however, that their 
usefulness could be greatly enhanced if 
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THE SIMILES TEST 


it were possible to utilize them as group 
instruments as well. A second objec-\ 
tive of this study was then to explore | 


the possibilities of the Similes test as a 


group instrument. 

Since some of the original adjectives 
seemed somewhat too sophisticated, a 
third objective of this experiment was 
to see whether or not we could find 
other useful words to add to the origi- 
nal list. For instance, it was felt that 
the meanings of such words as “‘incon- 
gruous” and “deceptive” might not be 
understood by all subjects. In such 
cases the subject would probably either 
limit the number of his responses or 
leave them out completely. 


METHOD 


In attempting to expand the word list, 
the following procedure was used. 
First, twenty adjectives were carefully 
chosen which seemed most likely of 
success in use, which were consistent 
with the fundamental projective prin- 
ciple and which were thought to be as- 
sociated with the attitudes, hopes, and 
aspirations of individuals. These words 
were then administered individually to 
twenty male and twenty female college 
students who were unmarried and who 
were between the ages of seventeen and 
twenty-two. The ten words which 
elicited the most revealing responses 
and which the majority of the subjects 
reported as best were kept ; the rest were 
eliminated. These ten words were 
added to Wheeler’s original ten for use 
in this study. The expanded list ap- 
pears in the directions mentioned below. 

To explore the possibilities of the use 
of the test as a group instrument, the 
test was administered to three hundred 
cases, of which one hundred and fifty 
were females and one hundred and fifty 
were males. The group consisted of 
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freshman, sophomore, and junior col- 
lege students, who were unmarried and 
who were between the ages of seventeen 
and twenty-two. 

Using the following instructions, the 
test was administered by instructors to 
their classes during the regular class 
hour : 


We are going to ask that you give cer- 
tain written responses to some words that I 
shall name to you. On the top line of the 
paper supplied will you please put the follow- 
ing information: 


1. your age 
2. your sex 
3. whether you are married or single 


The study will be conducted in the follow- 
ing manner: I am going to dictate to you 
at intervals of about one minute twenty 
adjectives. For each one, write down as 
rapidly as you can as many of the most apt, 
or effective similes you can think of. They 
should be the first ones you thitikk of and 
should be original with you. You ‘nay write 
anything you wish; there are no restrictions. 

Here are a few examples: 


(a) If I were to say “as cold as”... you 
might respond by writing down: ice, 
snow, north pole. 

(b) If I were to say “as peaceful as”... 
you might respond by writing down: 
the country, sleeping baby. 


I shall now read each adjective about one 
minute apart, during which time you are to 
write across the page as many responses as 
you can think of for each one. 


The following twenty adjectives were 
then dictated : 


as pathetic as 

as incongruous as 
as hot as 

as artificial as 

as conspicuous as 
as meek as 

as dangerous as 
as delightful as 
as exciting as 

as deceptive as 
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11*. 
12°, 
13*. 


as beautiful as 
as hopeless as 

as disgusting as 
14*. as lucky as 

15*. as comfortable as 
16*. as lovable as 
17*. as secure as 

18*. as unpleasant as 
19*. as popular as 
20*. as successful as 


After having assembled all the re- 
sponses with their frequencies under the 
appropriate similes, the responses were 
arranged into four categories into 
which the responses seemed to fall. 
These were: People, Animals, Things, 
and General Miscellaneous. Each of 
these main headings was broken down 
into many sub-headings, and in some 
cases these sub-headings were further 
broken down. The kinds of sub-head- 
ings and the number were determined 
by the particular simile under study. 
For instance, under the main heading 
People were such sub-headings as Child, 
Baby, Man, Boy, Woman, Girl, Per- 
son, Specific Person, and Miscellaneous. 
Under each of these were listed those 
responses which contained the sub-head- 
ing in it such as old woman, sick person, 
rich man, and those which were closely 
related to it such as bachelor and hus- 
band which were placed under the sub- 
heading Man. All those responses 
which referred to specific individuals 
and those which included names of spe- 
cific individuals were listed under the 
sub-heading Specific Person. The sub- 
heading Miscellaneous contained all 
those responses which pertained to 
people but which did not fit into any of 
the other sub-headings. The sub-head- 
ings under Animals and Things were 
designed in the same manner. Our 
fourth major heading, General Miscel- 
laneous, included all those responses 

* Note: Words added to original list. 
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which referred to feelings, hopes, aspi- 
rations, attitudes, ideas, and concepts. 
Some of the headings included under 
this category were as follows: falling, 
lying, day, night, etc. 


RESULTS 


Although it was recognized that both 
quantitative and qualitative responses 
are important, in undertaking this study 
the writer was primarily interested in 
the qualitative results. Actually, it is 
likely that the more important aspect in 
the use of such a projective instrument 
is not how many responses a word re- 
ceives, but: rather what kinds of re- 
sponses are given for the word. 

From an examination of Table 1 it 
will be noted that the total number of 
female responses exceeds the total num- 
ber of male responses. It can also be 
noted that for every word except “‘de- 
ceptive’”’ there are more female re- 
sponses than male. Further examina- 
tion reveals that the best words in terms 
of the total average number of re- 
sponses are “hot,” “beautiful,” “dan- 
gerous,” and “exciting ;”’ and the poor- 
est words are “incongruous,” “lucky,” 
“deceptive,” and “hopeless.” The sec- 
ond most effective word on the list in 
terms of frequency is “beautiful.” This 
is one which was added to the original 
list. As was anticipated, the words 
“incongruous” and “deceptive” received 
comparatively few responses. 

An examination of Table 2 reveals 
the following: (1) in general the males 
responded more to people than did the 
females; (2) in general the females re- 
ferred more to things than did the 
males; (3) in general the males and 
females gave approximately the same 
percentage of responses pertaining to 
animals; (4) in general the males and 
females gave approximately the same 
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TasLe l. Sex differences in terms of number of responses to items of the similes test 

















Male Female . 

A e Average Total Rank 

Number of Number of Number of Number of Order of 

W ord Responses Responses Responses Responses Responses 
oe ME nae te eas 418 2.8 488 3.3 6 
2. Imcongruous .... 232 1.5 253 1.7 20 
RNa ea tacce ss 490 3.3 634 4.2 1 
4; Astiheial ........ 310 2.1 408 2.7 14.5 
5. Conspicuous .... 365 2.4 435 2.9 10 
ee BEE A abvisctace 328 2.2 397 2.6 14.5 
7. Dangerous ...... 471 3.1 515 3.4 3 
8. Delightful ...... 336 2.2 543 3.6 8 
ae | Ee 410 2.7 522 3.5 4 
10. Deceptive ....... 334 2.2 305 2.0 18 
11*. Beautiful ........ 416 2.8 580 3.9 2 
12*. Hopeless ........ 277 18 338 2.3 18 
13*. Disgusting ...... 313 2.1 432 2.9 12 
a ae 260 1.7 336 22 19 
15*. Comfortable ..... 319 2.1 457 3.0 11 
16*. Lovable ........ 372 2.5 546 3.6 5 
ee es eee 302 2.0 418 28 14.5 
18*. Unpleasant ...... 364 2.4 528 3.5 7 
BD. Poowler ......... 354 24 450 3.0 9 
20*. Successful ...... 319 2.1 368 2.5 16 

S24 Stas 6,990 2.3 8,953 2.9 





* Words added to original list. 


percentage of responses pertaining to 
ideas, concepts, and aspirations. 

From our collected data, norm tables 
were made similar to those of Kent and 
Rosanoff for their Free Association 
Test(2). However, because of the ex- 
tensiveness of the tables, they could not 
be included here. Based upon the norm 
tables, a qualitative analysis of the 
words was made using the following 
criteria: (a) the ability of the word to 
get below the surface and elicit re- 
sponses which seem to reveal some of 
the dynamics of the total personality ; 
(b) the ability of the word to elicit per- 


sonal, bizarre, and deviant responses ; 
(c) the ability of the word to bring to 
mind a wide range of associations. 

In terms of these criteria, the words 
“beautiful,” “hopeless,” and “disgust- 
ing” seemed most useful. The adjec- 
tives “incongruous,” “lucky,” and “‘suc- 
cessful,” on the other hand, seemed 
among the weakest for these purposes. 
The males in this study were somewhat 
more frank in responding than were the 
females. 

CoNCLUSIONS 


From the overall statistical and 
qualitative results, it appears that the 


Tasie 2. Per cent of responses to the four major classification heodings 











General 
People Animals Things Miscellaneous 
Male 36.1 8.7 21.8 33.4 
Female 29.9 99 26.1 34.1 
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Similes Test has real possibilities as a 
group instrument. Furthermore, it ap- 
pears that the test’s usefulness is not 
limited to the original list. The females 
of our group gave approximately one 
third more responses than the males. In 
terms of the total number of responses 
elicited, the best words seem to be 
“hot,” “beautiful,” “dangerous,” and 
“exciting ;’ and the poorest “incongru- 
ous,” “lucky,” “deceptive,” and “hope- 
less.” 

From our qualitative study, it is ap- 
parent that while the males referred 
more to people in their responses than 
did the females, the females referred 
more to things than did the males. In 
a number of instances, cultural factors 
seemed to have had a considerable in- 
fluence on the responses. It appears 
that these factors need to be carefully 
considered in the administration of the 
Similes Test. 


FREDERICK C, THORNE 


SUMMARY 


An exploration of the use of the 
Similes Test as a group instrument is 
presented. An analysis is made of the 
written responses to ten words origi- 
nally proposed by Wheeler and ten 
words suggested by the author, col- 
lected from three hundred college stu- 
dents. 

(1) In terms of the overall findings, 
it appears likely that the Similes Test 
can be used as a group instrument. 

(2) In general, the females gave 
more responses than did the males. 

(3) The rank order of these twenty 
words in terms of the number of re- 
sponses elicited is presented. 
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DIRECTIVE PSYCHOTHERAPY: XI. THERAPEUTIC 
USE OF CONFLICT 


FREDERICK C. THORNE 
University of Vermont 


INTRODUCTION 


According to Freudian psychoanaly- 
sis, personality disorders are frequently 
related to unconscious conflicts which 
paralyze the mental economy. One of 
the principle objectives of psychoanaly- 
sis is to discover the ztiological causes 
of unconscious conflict so that they may 
be brought into consciousness with the 
patient gaining insight into his prob- 
lems. Relief from symptoms is sup- 
posed to occur when the conflict has 
been solved as the patient accepts, clari- 


fies and adjusts to emotional attitudes 
which were formerly repressed by the 
Super-Ego. Although it is probably 
never possible to eliminate conflicts 
completely, it may be stated that one of 
the conventional objectives of psycho- 
therapy is to remove conflicts from 
which it logically follows that a men- 
tally healthy personality is one with a 
minimum of conflict. 

In contrast with these traditional 
views, it is the purpose of this paper to 
demonstrate that maladjustment is fre- 
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quently caused by a pathological absence 
of conflict and to indicate how thera- 
peutic conflicts may be utilized in moti- 
vating an individual to reorient him- 
self to inconsistent attitudes. In terms 
of Lecky’s self-consistency theory of 
personality, the normal integrated per- 
sonality tends to unify all attitudes and 
ideas into an internally consistent men- 
tal economy, the nucleus of which is the 
person’s conception of himself. Per- 
sonality maladjustments are considered 
to be caused by internal inconsistencies 
in the person’s system of values which 
result in a failure to interpret and react 
in an integrated manner to reality. 
While evaluating the patterns of 
scores obtained from his personality 
inventory, Lecky(1) came to recognize 
that there are groups of behavior de- 
viates who tended to have low scores on 
the inventory in the presence of severe 
maladjustment. These _ individuals 
tended to remain oblivious to evidences 
of their maladjustment and persisted in 
their deviant patterns even in the pres- 
ence of gross social disapproval. One 
of the most significant characteristics 
of these complacent deviates was an 
apparent lack of conflict and frustra- 
tion in situations which should have 
been productive of a major crisis if the 
person had shown any awareness of the 
seriousness of his predicament. In 
these personalities there appear to be a 
number of mechanisms operating which 
maintain a logically untenable and in- 
consistent complex of ideas or attitudes 
in opposition to corrective factors in the 
environment. Lecky believed that the 
pathological lack of conflict in many 
personalities was determined by (a) 
immature or poorly chosen ego-ideals, 
and (b) the tendency to reject any new 
attitudes (even though corrective and 
more desirable) which are inconsistent 


with the ego-ideals which have already 
been established. Thus, once having 
developed the ego-ideal of being a gang- 
ster, the person is self-consistent in be- 
having in a manner appropriate with 
this character and in rejecting new atti- 
tudes inconsistent with existing per- 
sonality organization. According to 
Lecky, the basic patterns of a devel- 
oping child’s mind are determined by 
his early conditionings from which he 
begins to formulate his concept of 
reality. The attitudes of mentally 
healthy children are consistent with 
reality and with themselves. Con- 
versely, children who have been ex- 
posed to traumatic early conditionings 
tend to form distorted conceptions of 
reality which are characterized by logi- 
cally untenable or inconsistent ideas and 
attitudes concerning themselves and 
reality. Lecky emphasizes that the 
basic need to unify experience in rela- 
tion to the nucleus of his conception of 
himself and reality causes the malad- 
justed child to become progressively 
more maladjusted as he continues to 
react to and integrate new experiences 
about the unhealthy nucleus of his dis- 
torted value patterns. The mentally 
healthy child is relatively impervious 
to unhealthy attitudes because he re- 
jects them as inconsistent with the basic 
nucleus of healthy attitudes determined 
by his early conditionings. The men- 
tally unhealthy child is relatively im- 
pervious to healthy corrective ideas be- 
cause they are inconsistent with the dis- 
torted values which were his first con- 
ditionings in life. 

Conflict may be regarded as a normal 
and inevitable concomitant of the com- 
plexity of stresses which every person- 
ality encounters. The normal child 
quickly learns to adapt himself to con- 
flicting tensions and frustrations. Con- 
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flict is not only inevitable but operates 
as a powerful corrective influence tend- 
ing to force the individual to orient him- 
self to the demands of reality. Thus, 
punishment may be administered in a 
deliberate effort to arouse a conflict in 
a child’s mind concerning whether mis- 
behavior pays. As an individual be- 
comes more and more maladjusted 
natural corrective forces in the environ- 
ment begin to operate in such manner 
that the social consequences of his con- 
duct are more and more firmly im- 
pressed upon the person. A normal 
personality develops a conflict over the 
impasse between his impulses and the 
reality principle which usually termi- 
nates in a reorientation of his attitudes 
in the direction of socialization of be- 
havior. In such situations it is neces- 
sary to precipitate a conflict in the per- 
son’s mind before he becomes moti- 
vated to even face, much less to solve, 
his problems. 

If it is assumed that conflicts are dis- 
tributed in the population according to 
the normal frequency curves, it follows 
that to have an average number of con- 
flicts is completely normal. Conversely, 
it is pathological either to have exces- 
sive conflicts or to have none at all. 
Excessive conflict, particularly if re- 
pressed to the unconscious, may result 
in severe personality disorders amen- 
able only to depth analysis. The litera- 
ture is replete with well verified case 
studies illustrating the significance of 
excessive conflicts which will not be 
dealt with further in this paper. Our 
interest is concerned with pathological 
degrees of lack of conflict, and with 
the mechanisms which operate to pre- 
vent normal conflict from developing. 

Among the personality types char- 
acterized by a pathological lack of con- 


FREDERICK C. THORNE 


flict are the following as delineated 
from clinical experience : 


1. The very young. Many children show 
a singular lack of awareness of social 
disapproval. Frequently severe physical 
or psychological traumas are necessary 
before the child seems to become aware 
of other factors which must be taken 
into consideration. In terms of Thorn- 
dike’s Law of Effect, it takes a severe 
effect to register on their consciousness. 

2. The mentally defective. Because of lim- 
ited intellectual capacity, some mental 
defectives show pathological lack of con- 
flict resulting from inability to com- 
prehend the total situation. Unable to 
comprehend why it is wrong to steal or 
injure, legal considerations and punish- 
ments have little effect upon them. 

3. Immature personalities. |Chronologi- 
cally old but emotionally immature per- 
sonalities frequently show the same ab- 
sence of normal conflicts which char- 
acterize the very young. 

4. Extrovert personalities. The “out-go- 
ing” personality frequently shows 
marked degrees of failure to respond to 
social disapproval with self-critical in- 
trospective attitudes which might be 
self-corrective. Bluff and insensitive, 
he pushes in where wiser men would 
fear to tread, creating havoc good- 
naturedly, and apparently disregarding 
or being unaware of critical attitudes 
which would cause severe conflict in a 
more introspective person. 

5. Psychopathic personality. Inability to 
learn from experience and apparent in- 
difference to undesirable consequences 
of behavior are characteristic of the 
psychopath and reflect a pathological 
degree of absence of conflict. 


TECHNIQUE 


In selected clinical situations, a thera- 
peutic conflict may be created by more 
or less forcibly confronting the client 
with factual information or explana- 
tions which stimulate the client to re- 
evaluate certain attitudes in the direc- 
tion of making them consistent with 
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reality. Ideally, these new facts should 
be presented so cogently that they can- 
not be ignored but must be assimilated 
with a resulting reorganization of all 
the client’s attitudes in specific areas. 
The client is brought face-to-face with 
the reality principle under circumstances 
where there is optimum chance to work 
out a satisfactory solution under the 
care of a psychiatrist or psychologist. 

Much depends upon the clinical skill 
with which the total situation is han- 
died. Most individuals are able to as- 
similate unpleasant facts if the situa- 
tion is arranged so that positive factors 
outweigh negative and if the client is 
not placed on the defensive by tactless 
handling which stimulates negative at- 
titudes. Most patients will “take” a 
critical review of their problems if it 
is presented in an impartial, non-judg- 
mental manner which minimizes inter- 
personal emotionality. We are not in 
agreement with the opinion of many 
non-directive counselors that such meth- 
ods inevitably stimulate negativistic de- 
fensive reactions and interfere with 
the progress of therapy. On the con- 
trary, the occurrence of some negativ- 
ism is regarded as a natural part of the 
therapeutic process and is undesirable 
only when it is so poorly handled by 
the clinician that it becomes uncon- 
trolled and disrupts the therapeutic 
process. 

In a typical treatment process, it is 
expected that the client will show re- 
sistance when the crux of his problems 
is about to be uncovered and dealt with. 
His initial reaction to the presentation 
of conflict-arousing facts will be to re- 
ject them verbally and to develop nega- 
tivistic attitudes toward the counselor, 
who simply allows the matter to lie dor- 
mant for a period of days or weeks 
until the client shows evidence of hav- 


ing assimilated the new facts and be- 
gun unconsciously to reorganize his at- 
titudes in the direction of eliminating 
inconsistent attitudes and of achieving 
a resynthesis which is more compatible 
with reality in the new light in which 
it comes to be seen. When the client 
has achieved this unification of his at- 
titudes, he usually has insight into the 
value of the work done by the counselor 
and begins to show positive attitudes 
again. During this period of resynthe- 
sis of attitudes toward life it is the func- 
tion of the counselor to guide the proc- 
ess in the direction of increased internal 
consistency and agreement with reality. 
In our opinion, there is a positive cor- 
relation between the intensity of the in- 
duced conflict (provided that the con- 
flict does not completely paralyze the 
mental economy) and the degree of 
motivation which the client shows to 
solve his problems. If the analogy may , 
be considered that the client weighs the 
positive and negative aspects of his 
problems on a mental scale, then it is 
the function of the counselor to over- 
balance the scales in the direction of in- 
creased appreciation of the reality prin- 
ciple. 

Clinical experience will determine the 
details of handling each individual case. 
Well integrated personalities with abun- 
dant resources will frequently work out 
their own solutions satisfactorily once 
they gain orientation concerning the 
inconsistencies of their attitudes in re- 
lation to reality. Immature personali- 
ties with less personality integration 
may require counseling over a relatively 
long period of time and the outcome 
of therapy may be related to the wisdom 
of the solutions which are worked out 
jointly by counselor and client. It is 
desirable that the counselor intervene 
actively only when the client fails to 
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achieve a solution independently. How- 
ever, having induced the conflict, re- 
sponsibility rests with the counselor to 
make certain that it is utilized construc- 
tively and results in a satisfactory thera- 
peutic result. 

Indications. Basic to this type of di- 
rective therapy is the assumption that 
the client has sufficient personality in- 
tegration to handle the induced conflict 
in constructive manner. The counselor 
can usually obtain some estimate of 
the client’s ability to assimilate and 
utilize the newer attitudes by leading up 
to the crux of his problems indirectly, 
introducing critical ideas cautiously to 
determine what the client’s reaction will 
be. If the client assumes a positive at- 
titude and shows evidence of ability to 
utilize induced conflicts constructively, 
it is usually sufficient to keep in touch 
with the situation non-directively by al- 
- lowing the client to work out his own 
solutions as long as he seems in no 
danger of worsening his status. We 
have utilized induced conflicts as spe- 
cific therapy in the following types of 
situations : 

1. Adolescent disciplinary problems. With 
psychologically healthy children, minor 
situational maladjustments may be ap- 
proached by confronting the child with 
objective evidence of the degree of his 
maladjustment and forcing him to take 
stock of himself. In a friendly impartial 
manner, the question is asked “What 
are you going to do about this?” and 
the matter is followed up until some- 
thing is done. 

2. Arbitrating interpersonal difficulties. 
Without taking sides in the dispute, each 
person is confronted with the other side 
of the argument. An effort is made to 
enlarge the client’s perspective by pre- 
senting additional facts which were not 
formerly considered. 

3. Facilitating conscious awareness. Where 
an otherwise healthy personality com- 
placently ignores or refuses to face 
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reality in the absence of deeper conflicts, 
his attention may be forcibly directed 
to these matters by leading questions or 
even more direct statements of fact. 

4. Stimulating maturation. In the same 
manner that the mother bird forces the 
young out of the nest, immature person- 
alities may be forced to assume respon- 
sibility by inducing conflicts which are 
resolved by problem solving behavior. 
These conflicts should be graded so as 
to be within the client’s resources for 
solution. 

5. Domineering egoistic personalities. In- 
dividuals with marked egoism are fre- 
quently insensitive to corrective influ- 
ences which inhibit behavioral excesses. 
Utilizing rationalization and other de- 
fense mechanisms to maintain unrealis- 
tic and inconsistent attitudes, these in- 
dividuals are difficult clinical problems 
and do not respond favorably to non- 
directive methods (see case 4). 


Contraindications. The following 
factors may be considered as contra- 
indicating any attempt to force the 
client to come to grip with his prob- 
lems by inducing conflicts. 


1. Insoluble problems. When the client 
faces problems for which compensatory 
behavior seems impossible, it can do no 
good to aggravate feelings of insecurity 
and inadequacy with production of in- 
creased anxiety reactions. 

2. Inadequate personality resources. Where 
the client has demonstrated himself as 
being inadequate to solve existing prob- 
lems it can do no good to superimpose 
added responsibility. 

3. Conflict-ridden personalities. Existing 
insuperable conflicts will rarely be im- 
proved by adding additional problems. 

4. Malignant personality disorders. Where 
personality resources have been depre- 
ciated by severe neurotic or psychotic 
reactions so that the individual has lost 
integration and control, induced conflicts 
will usually exaggerate existing prob- 
lems. 


It is also contraindicated that con- 
flicts should be induced in a crude tact- 
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less manner which can be productive 
only of personal antagonisms and re- 
sentment as the client seeks to defend 
himself against unwarranted person- 
ality depreciation. This method is so 
potentially dangerous in the hands of 
the novice that its use should probably 
be restricted to situations in which less 
drastic methods have failed. It should 
not be used routinely. 


ILLUSTRATIVE CASE STUDIES 


The first illustrative case study has 
been chosen to indicate methods of case 
handling in which the main purpose of 
the counseling is to acquaint a student 
with faculty disapproval of certain at- 
titudes which appeared inconsistent 
with the highest professional ideals. 


Case 1. T.Z., male, age 24, sophomore 
medical student. Although having satisfac- 
tory academic grades, his work was marked 
by egoism, tactlessness, lack of sensitivity to 
critical attitudes, and a certain ruthlessness 
in advancing his own interests at the expense 
of the rights of others. He was suspected 
of dishonesty in taking examinations. He 
had been rather incautious in disparaging the 
ideals of medicine and had publicly stated 
that his major interest was to make money. 

Several previous attempts had been made 
to counsel him indirectly and to indicate a 
subtle disapproval of his attitudes, but he had 
either failed to sense the critical attitudes or 
had ignored them. The following excerpt is 
from an interview in which these matters 
were taken up directly. The recording has 
been taken down from memory with slight 
editing for continuity. 

C.: Hello. Won’t you sit down? I see 
you got my note asking you to come in. 

T.: Yes. I wondered what was up. 

C.: Well, we try to arrange for an inter- 
view with each student to discuss the per- 
sonal autobiography which is required in 
class. Usually there is nothing much of im- 


portance to discuss. .... How are things 
going with you? 
T.: Pretty well I guess. I have passed 
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everything so far this year and I like the 
work. 

C.: You feel you are getting along very 
well. 

T.: That’s right .... (goes on with some 
comments about the year’s work). 

C.: I got the idea from reading your auto- 
biography that you were not completely sat- 
isfied here at this school. Somehow you 
didn’t seem completely happy about the whole 
thing. 

T.: I dunno. Sometimes I wish I had 
gone to Penn. I was accepted there and a 
couple of other places. .... I came here 
because my old man thought I would get 
more personal attention but I can’t see as it 
has worked out that way. 

C.: You feel you are not getting as much 
here as you might. 

T.: Take for example the depart- 
ment. Just between us that course stinks. 
Why even the other profs know what is go- 
ing on there. You ought to hear what 
said about it. 

C.: I understand you had a little run-in 
with Dr. 

T.: Oh, that was nothing. He did say 
something but I didn’t give it much thought. 
As long as I get the grades I don’t worry 
about anything else. 

C.: You feel that he wasn’t quite fair 
with you. 

T.: How else can you add it up? (con- 
tinues by relating a minor grievance concern- 
ing a dispute over a grade in which he had 
failed to get the instructor to raise his mark). 

C.: Well, I am not going to take sides 
here since I don’t know the actual facts. 
Maybe you were right and maybe he was. 
I wonder if there might not have been a bet- 
ter way to handle that situation. 

T.: What do you mean? 

C.: Let me ask you a question. Have 
you ever sensed that any of your other in- 
structors was somewhat critical of your at- 
titude ? 

T.: Can’t say as I have (flushes slightly. 
and twists in chair). 

C.: Oh, nothing very serious. Probably 
not even worth mentioning. I have heard 
one or two things which indicated to me that 
you might have rubbed a couple of people the 
wrong way. 

T.: Maybe you mean the time... . (goes 
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on to relate another episode in which he had 
been tactless in talking back in class). 

C.: I hadn’t heard about that. You feel 
that you may have been a little blunt and 
perhaps too outspoken? 

T.: I have always been that way. I feel 
I have got to speak the truth no matter who 
it hurts. I never hold the horses when I 
have something on my mind. 

C.: You feel that it is always best to 
speak your mind frankly no matter what the 
consequences are? 

T.: I feel I have to do it. The truth is the 
truth. If Dr. was a real scientist he 
would be able to recognize the truth im- 
partially. You remember that time in your 
class when I didn’t agree with you so I got 
up and said so. I suppose I could have kept 
i Do you think I should have done 





C.: I suppose it isn’t so much what a per- 
son does as how he does it. Do you know 
that one of the instructors criticized your 
manner almost from the first day you were 
in school ? 

T.: How could he do that? He didn’t 
know me well enough to make a judgment 
that quick. 

C.: Well, people don’t react so much to 
the content of what a person says as to their 
general manner. You have a rather blunt, 
almost belligerent way of stating your opin- 
ions. Some people react almost instinctively 
against a manner such as that. 

T.: You think I should change and keep 
my mouth shut. Are you suggesting that I 
should swallow everything I hear and not let 
people know what I think about them? 

C.: That is something everyone has to 
decide for himself. I am not going to try 
to solve this problem for you since every one 
has to work things out for themselves. It 
might be that the middle of the road is best, 
being neither too aggressive nor too sub- 
missive in what you do. 

T.: I don’t know about that. 
you compromise with the truth? 

C.: You feel you have to tell the truth no 
matter what it costs? 

T.: Oh, I wouldn’t say that. 
it gets you farther though. 

C.: Is there any other way to handle this 
situation ? 

T.: There are several things one might 


How can 


I still think 
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I might flatter everybody and 
agree with everything they say... . . That 
goes across my grain though. I can’t see 
myself doing that all the time... . . I guess 
I have done it a lot though. 

C.: Umhm. 

T.: Or I might keep my mouth shut and 
say nothing at all. What do you think of 
that? 

C.: You feel you want me to tell you what 
is best. I can’t do that. Everybody has to 
work out their own solution. At least it is 
something which you should give serious 
thought to. 

T.: Is there anything else I am doing 
wrong? 

C.: How do you feel about that? 

T.: Frankly, I don’t know. I thought 
I was getting along well but now I don’t 
know. 

C.: You don’t know whether you can 
compromise what you consider are your 
standards. 

T.: It seems most important for me to 
express myself according to what I think is 
right. 

C.: Well, there may be other ways of 
looking at it. There are times when we all 
have to compromise in order to get along 
with other people. If we were all brutally 
frank, there would be a lot of trouble and 
unhappiness in the world because there are 
many things which are better left unsaid. 

T.: How am I to know when to keep 
quiet ? 

C.: I think that we all have to evaluate 
how other people react to us in order to 
judge the wiseness of our own conduct. If 
you find that people are constantly resisting 
or opposing what you do, it probably means 
that you are rubbing them the wrong way. 
It’s not so much what they say, it’s their at- 
titudes that count. 

T.: You think that I may have been, well 
let us say, antagonizing people? Not de- 
liberately, but unconsciously ? 

C.: Well, it’s not always easy to put 
one’s finger on exactly what is the matter. 
Sometimes it can be a little thing like the 
intonation of the voice. The tone of the 
voice can reflect attitudes as well as what 
is actually said. 

T.: Are you applying this to me? 

C.: That is something you will have to 
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find out for yourself. Don’t put on the shoe 
unless it fits. Everybody has to do their own 
self-analysis. You're on your own now. 


(The remainder of the interview was con- 
cerned with more inconsequential topics.) 


A review of the subsequent history 
of this case indicates that the segment 
of the interview reported above consti- 
tuted the most productive part of the 
therapeutic contacts which we had with 
this student over a period of more than 
two years. In this interview he was 
confronted for the first time with cer- 
tain ideas which were inconsistent with 
some of his previously held attitudes. 
Coming from a counselor who was also 
a faculty member, he could not ignore 
them. A conflict was induced which 
stimulated self-evaluation and gradu- 
ally resulted in marked changes in at- 
titudes. By his 4th year, his behavior 
had undergone a marked change and he 
was much better adjusted socially. It 
is probably true that such an interview 
is associated with some negative emo- 
tional reactions and the client may hold 
some resentment or hostility against 
the counselor. In our opinion, these 
negative attitudes may have therapeutic 
value if they enhance the conflict and 
precipitate a satisfactory outcome. It 
is a standard psychoanalytic principle 
that the breaking of the transference 
means an end to the positive relation 
between analyst and patient. The im- 
portant factor is not so much that the 
client may develop some negative atti- 
tudes, but that his problems are re- 
solved. It should be noted, however, 
that many clients recover from their 
early resentment and come to show 
genuine gratitude and affection to the 
counselor who has helped them even 
though the treatment process itself had 
its painful moments. 





ts 


Case 2. S.J., age 14, male, borderline in- 
telligence. This child had been institutional- 
ized because of extreme emotional instability 
and aggressiveness occurring as a reaction 
to his rejection both by his own parents and 
by foster parents because of illegitimacy. He 
had a very strong need for affection and at- 
tention, often going to any lengths to satisfy 
these needs. 

During the first five years of institutional- 
ization he showed a slow but steady progress 
in stabilizing his emotional reactions. Dur- 
ing this period every effort was made to di- 
rect a positive, affectionate attitude toward 
him even to the point of accepting and over- 
looking misbehavior which would have 
brought punishment to another child. A 
great effort was made to build up a strong 
positive transference with him and to a large 
extent this was achieved. He gradually came 
to feel that he had some real friends in the 
world and in general, his behavior reflected 
the improvement in his feelings of insecurity. 

Early in the spring of 1946 he passed 
through a period of instability characterized 
by bravado, resistance to authority and head- 
strong behavior. He was noisy and disturb- 
ing in the classroom. In the dormitory he 
was constantly in trouble with authority be- 
cause of insubordination and meanness. The 
climax came one day when, while riding 
past the house of the psychologist on the back 
of a truck with several other boys, he shouted 
a very derogatory and obscene bit of pro- 
fanity about the psychologist without observ- 
ing that the psychologist was sitting in a 
lawn chair concealed by some bushes. This 
performance was obviously intended for the 


’ benefit of the other boys to make them think 


that S.J. was indeed a very smart and tough 
person. 

On being immediately apprehended, S.J. 
became very pale and attempted to deny any 
complicity. On being confronted with fac- 
tual proof of his guilt, he began to cry. With- 
out any other display of emotion than to tell 
S.J. that such behavior would not be toler- 
ated and that it would have to stop if he ex- 
pected to remain on friendly relations, he was 
placed in isolation by himself until such time 
as he voluntarily changed his attitudes. Dur- 
ing the next few days he was treated with 
cold politeness and tentative friendly over- 
tures were rebuffed. Finally, with a con- 
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vincingly changed attitude, he apologized 
profusely and indicated that he would make 
certain that such behavior would never hap- 
pen again. He was immediately taken back 
on his old friendly status. Several days later 
he presented one of the most valuable stamps 
in his collection to cement the friendship. To 
date, his adjustment has continued to im- 
prove and he shows an almost animal-like 
affection. 


The conflict caused by the threat of 
withdrawal of affection by the father- 
surrogate was effective in this case in 
forcing a basic reorganization of atti- 
tudes. In essence, this boy was taught 
a sharp lesson concerning the limits of 
behavior which would be socially toler- 
ated. It was successful because a strong 
positive transference had been built up, 
the loss of which was intolerable to the 
child and which was strong enough to 
enable him to accept criticism and pun- 
ishment without becoming negativistic. 

We have also utilized social ostra- 
cism, both threatened and applied, as a 
means for inducing strong conflicts 
which, if properly handled, usually re- 
sult in deep-seated changes in attitudes. 
This device may be utilized at different 
levels, either impersonally as in group 
therapy, or directively in personal con- 
tact with the client. At the Brandon 
State School, we have developed a plan 
for utilizing the effects of social ostra- 
cism. Regular scholastic assemblies 
have been used for group therapy in 
presenting to the children the idea that 
social conformism and good behavior 
results in good adjustment while mis- 
behavior harms only the offender and 
results in ostracism. Strong group at- 
titudes may be quickly established which 
are very effective in bringing pressure 
on individual children to conform. 
Even though the inmates at this institu- 
tion are all mentally defective, most of 
them quickly learn that they must be- 


FREDERICK C. THORNE 


have if they are to retain the friendship 
of the other children and the staff. In 
rare instances it is necessary to follow 
up indirect group therapy with directive 
personal therapy as in the following 
case. 


Case 3. S.W., age 18, male, borderline in- 
telligence. Was committed to state institu- 
tion for mental defectives because community 
resources were inadequate to handle him. 
Large for his age, he had bullied classmates 
and terrorized teachers; devoted most of his 
time in school to thinking up ways of dis- 
turbing the peace. His family had little au- 
thority over him. 

His behavior in the institution followed 
earlier patterns. Although one of the bright- 
est boys in the institution, he was liked by 
only a few because of his domineering, bully- 
ing manner. Was very crude and outspoken, 
showing very little respect for anyone. In 
spite of the most understanding and permis- 
sive handling, his conduct record showed 
little improvement. 

In 1944 matters finally came to a climax 
when after an elopement in which he had 
broken into several cottages and stolen many 
articles he was returned to the institution 
and placed in isolation after all methods 
short of physical punishment had failed to 
make an impression. Finally he was re- 
moved from isolation, still without any evi- 
dence of repentance, and brought down for 
a therapeutic conference with the institution 
heads. At this meeting, he was openly in- 
subordinate and impertinent, vowing that he 


* would elope again the moment he had an 


opportunity. His whole manner was so 
frustrating that we lost patience and the fol- 
lowing conversation took place (as roughly 
transcribed) : 


Counselor: I don’t personally care if you 
run away again or not. . You ought to be 
smart enough to learn by this time that you 
can’t get away with it and that it only hurts 
you since you have no chance of getting out 
of here until you improve your record. 

S.W.: I’m still going to run away. 

C.: Why don’t you get wise to yourself 
and stop being such a royal pain in the neck? 
I’m going to tell you that you are the mos‘ 
cordially disliked boy in the school. It’s 
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getting so nobody wants you around. You 
might just as well learn here and now that 
you can’t get along in this world unless 
people like you. If people don’t like you 
they won’t give you a job, they won’t ask 
you into their homes, they won’t want you 
around. People have put up with you thus 
far because you were only a boy and they 
tried to excuse you. Now you are almost 
man-grown and they won’t put up with that 
kind of behavior. You say you want to get 
out of here, what are you going to do to im- 
prove your record enough so that we can 
consider it? 

S.: I hate this place and what chance 
have I got. Nobody likes me. 

C.: Well, let’s get that straightened out. 
Nobody is against you here but yourself. I 
have your records here, and there are many 
good things about you. I like you myself 
most of the time when you are thinking 
straight. Now just stop and think. You 
remember how we complimented you for do- 
ing that job so well. You are about 90% 
all right but the other 10% is enough to put 
you behind the eight-ball most of the time. 
You make a few little changes here and there 
and you won’t have any more trouble. 

S.: I don’t know about that. I’m not 
making any promises. 

C.: I’m going to give you a break. You 
can go back to the dorm and go about your 
work. Nobody is going to watch you. If 
you want to run away that is your business. 
I’m just going to ask you one thing. The 

“next time you feel ugly, come down here to 
the office and talk it over. How about it? 

S.: I won’t make any promises. 


Even though this interview is not 
offered as an ideal example of case- 
handling, the fact remains that this boy 
never ran away from the school again. 
He began to make a conspicuous effort 
to be more polite and his record gradu- 
ally improved to the point where he was 
accepted for military service in 1946. 
We feel that this case warrants consid- 
eration because of the fact that his con- 
duct had previously been so bad that 
he had been tentatively diagnosed as a 
Psychopathic Personality and consid- 
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ered for transfer to the state hospital 
because of his seeming inability to learn 
from experience. Part of the effective- 
ness of the method in this case was the 
fact that it is not routinely used and 
the boy was somewhat startled at being 
spoken to roughly in contrast with the 
usual friendly, accepting attitudes cus- 
tomarily shown by the school staff. It 
may be concluded that a sudden change 
in attitude on the part of respected per- 
sons who have formerly been friendly 
and positive may act as a potent motive 
in influencing conduct. The effect is 
enhanced if positive attitudes are re- 
established when the disturbing be- 
havior is discontinued. The client 
comes to understand that the critical 
attitudes are not directed to him as a 
whole but only to minor aspects of be- 
havior which are modifiable. The meth- 
od probably works best in the presence 
of a positive transference. The client 
would probably not take it from a 
stranger unless he was respected or 
feared, but would react with hostility or 
paranoid behavior. 

The use of induced conflicts to forci- 
bly reorient an individual to inconsist- 
ent attitudes is illustrated in case 4. 
The client in this case was a successful 
business man with a very domineering, 
aggressive, egoistic personality. Ex- 
tremely confident of his own judg- 
ments, he openly and subtlely over- 
regulated everyone in his environment 
by sheer force of personality which 
tended to exert a Svengali-like pressure 
on others to conform to his demands. 
Extremely extroverted, he considered 
that his quite impressive material suc- 
cess was a vindication of his methods. 
He was singularly unaware that his 
wife and children were unhappy and 
reacting neurotically to the demands 
which he placed upon them. 
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Case 4. L.X., male, age 43, college gradu- 
ate, successful business man. His wife came 
to the clinic complaining of extreme nerv- 
ousness, somatic complaints, feelings of 
vague anxiety, and frightening dreams in 
which she found herself symbolically fight- 
ing against hopeless odds. A short period 
of analysis revealed hatred and extreme ag- 
gressive feelings directed against her hus- 
band. She felt that she could not stand to 
live with him another minute, fearing that 
she might do harm to somebody in a moment 
of impulsiveness. Therapeutic efforts to 
clarify her feelings were associated with 
transient relief during the interview but as 
soon as she returned home, contacts with her 
husband caused these feelings to return in 
undiminished form. 

Mr. X was finally persuaded to submit to 
treatment when his wife threatened to leave 
him unless he did so. Formerly he had 
adopted a condescending attitude to her diffi- 
culties, expressing the attitude that he re- 
garded her as a nice but “hysterical” person- 
ality who could not be expected to react any 
differently. He laughingly depreciated the 
idea that he needed any treatment. He was 
given a complete opportunity to express his 
feelings about the total situation but all his 
productions revealed a complete lack of in- 
sight that his behavior was in any way re- 
sponsible for the reactions of his wife and 
children. Having failed to achieve any prog- 
ress with indirect methods, the counselor 
finally made a direct interpretation of the 
total situation to Mr. X. It was interpreted 
that his wife’s aggressive attitudes were a 
direct reaction to his own egoistic domineer- 
ing behavior. It was pointed out that he had 
antagonized his children to the point where 
they consistently opposed everything he sug- 
gested. A frank statement was made that his 
behavior appeared to be the direct ztiologi- 
cal cause of the undesirable personality re- 
actions in his family. Coming from a coun- 
selor who was a respected and presumably 
learned person, Mr. X was unable to ignore 
these interpretations which induced a severe 
conflict. His first reaction was one of com- 
plete rejection and indignation. This re- 
action was accepted passively by the coun- 
selor. On succeeding interviews, Mr. X 
showed increasing assimilation of these facts. 
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He became much more introspective and 
thoughtful of the rights of others. 


In order to obtain the desired thera- 
peutic results from induced conflict, it 
is essential for the counselor to retain 
control over the situation at all times. 
The counselor must have a dominant 
enough personality to carry the therapy 
through to its desired outcome. We 
have recently observed a case similar to 
case 4 in which the key to the mental 
breakdown of a young married woman 
was the domineering egocentric behav- 
ior of her father. Treatment by in- 
duced conflicts failed completely in this 
case because the father bluntly rejected 
every effort to interpret his role in the 
etiology of the disorder. 


DIscussION 


In our opinion the beneficial thera- 
peutic effects of the induced conflict are 
caused by the fact that inconsistent and 
conflicting attitudes are brought to- 
gether in consciousness with the result 
that the client becomes aware of the 
inconsistency and is motivated to re- 
solve the problem either by himself or 
under the guidance of the counselor. 
Clinical experience indicates that most 
clients will resolve a conflict through 
utilization of their own personality re- 
sources once they clearly perceive its 
existence. A major clinical problem 
therefore consists in. facilitating full 
conscious awareness under the most 
optimum conditions for achieving a 
solution. This may usually be accom- 
plished in a tactful reasonable manner 
with the production of a minimum of 
negativism on the part of the client. 
The occurrence of a moderate amount 
of emotional upset is not undesirable 
and may operate to motivate the client 
to relieve tensions as rapidly as possible. 
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DIRECTIVE PSYCHOTHERAPY 


It may be noted that induced conflicts 
may explain some of the desirable 
effects of punishment and other thera- 
peutically induced trauma. Punishment 
may be effective if it sharply induces a 
conflict in the child’s mind concerning 
whether his misconduct is consistent 
with good adjustment. Punishment 
operates to put a sharp brake on impul- 
sive behavior and forcibly directs the 
child’s attention to a consideration of 
conduct. Many people, both children 
and adults, follow established patterns 
of conduct automatically and are im- 
pervious to modifying factors until 
these are presented quite forcibly. It 
must be emphasized that the efficacy of 
the technique depends upon the clinical 
sagacity of the counselor who must be 
able to guide the therapeutic process in 
positive directions. The counselor must 
keep the conflict focussed on inconsist- 
encies in the client’s attitudes and 
should avoid any attempt of the client 
to introduce interpersonal conflicts 
which conceal the real issues. 


SUMMARY 


Evidence is presented in support of 
the theoretical viewpoint that conflict is 
a normal and necessary function in the 
psychic economy and that complete 
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freedom from conflict may be as 
pathological as excessive amounts of 
conflict. On the theory that certain 
types of maladjustments result from a 
pathological lack of conflict, we have 
directively utilized induced conflicts as 
a therapeutic method. This technique 
is not new but has not been previously 
differentiated as a formal method of 
therapy with definite indications and 
contraindications. It is believed that 
the therapeutic effects are related to the 
fact that inconsistent or conflicting at- 
titudes are presented to the client’s 
conscious awareness so forcibly that he 
is motivated to resolve the problem. 
Illustrative case studies are presented. 
Conflicts may be between (a) emotions 
and other emotions, (b) emotions and 
ideologies, or (c) different ideologies. 
The basically healthy personality is able 
to utilize induced conflicts in resolving 
inconsistencies and improving insight 
concerning reality. The method should 
be used cautiously and only by compe- 
tent personnel since it is recognized 
that dangerous complications may be 
associated with its use by the novice. 
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CRITERIA OF PROGRESS IN COUNSELING 
AND PSYCHOTHERAPY* 


RUTH STRANG 
Teachers College, Columbia University 


CLARIFICATION OF CONCEPTS 


Counseling and psychotherapy have 
much in common. All forms feature a 
face-to-face relationship in which 
growth takes place—a relationship in 
which the client develops understand- 
ing of himself and others and ability 
to cope with his personal problems and 
other life situations(15). All forms 
aim to help personalities attain a higher 
level of personal and social develop- 
ment. 

It is difficult, and probably unprofit- 
able, to try to distinguish between coun- 
seling and psychotherapy. One proc- 
ess merges into the other as on a con- 
tinuum or scale, arranged according to 
the degree of emotional content, depth 
of analysis, and extent of change in the 
client’s personality structure. At one 
end would be placed the most superficial 
kind of educational and vocational coun- 
seling, which is primarily concerned 
with the giving of information. Next 
in order on the scale would be the more 
thorough self-analysis involved in ade- 
quate educational and vocational guid- 
ance ; then, in order, psychological coun- 
seling, psychiatric treatment, and psy- 
choanalysis. 

Within the same general type of 
counseling or psychotherapy would be 
found many variations in degree of 
permissiveness, nature of the relation- 
ship, and complexity and duration of 
diagnosis. These variations arise out 
of the worker’s personality, philosophy, 


* Paper read at a meeting of the Division of 

Clinical Psychology of the American Psycho- 

yo Association in Philadelphia, September 
6, ’ 


and attitude ; the expectations and needs 
of the person being counseled ; the time 
available; and other factors. 


DESCRIPTION OF THE PROCESS 


Attempts have been made to describe 
counseling and psychotherapeutic proc- 
esses. Lewis(9) developed categories 
for responses of client and counselor 
and showed changes that occurred dur- 
ing the course of series of interviews. 
She found this general pattern: a pre- 
ponderance of statements about the 
problem by the client in the beginning 
of the series of interviews; next, in- 
creasing expression of insights into 
causes and relationships; and finally, 
formulation of plans and the making of 
decisions. The counselor’s verbal par- 
ticipation was at a minimum in the be- 
ginning and increased slightly during 
the course of the series of interviews. 
Rogers(14) reported similar research 
showing the same general patterning oi 
verbal responses. 

But description of the verbal re- 
sponses in the interview cannot be con- 
sidered an adequate criterion of the 
effectiveness of the counseling and 
therapeutic process. Evaluation de- 
mands evidence of changes in the client, 
not just changes in the interview. The 
criteria of progress observed in the in- 
terview must also correlate with evi- 
dence of adjustment in the.life of the 
client. We want to know what is the 


quality of his insights, whether his ap- 
praisal of himself and others is accurate, 
whether his choices and decisions are 
realistic, and whether he is actually cop- 
ing with the problems of life more ef- 
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fectively. We need more systematic 
and accurate information about changes 
in the client during and following the 
psychotherapeutic process. 


CRITERIA OF PROGRESS 


The criteria that have been employed, 
principally in follow-up studies of treat- 
ment, are as follows: 

1. Non-return for treatment. Wil- 
der(16) has summarized the figures, 
published in various sources, on the re- 
sults of psychotherapy as judged by this 
criterion. Although treatment in clinics 
seemed to have the poorest results, the 
differences between clinics, hospitals, 
psychoanalytic institutes, and private 
practice were not impressive. Ob- 
viously, the assumption that not return- 
ing to the therapist implies good adjust- 
ment to life is not justified. In fact, 
failure to return to the therapist is often 
considered an evidence of lack of suc- 
cess in treatment. 

2. Non-return for treatment plus 
evidence of vocational adjustment. 
Over a period of five years Burr(2) fol- 
lowed up 112 women parolees of New 
York State hospitals who were referred 
to the Vocational Adjustment Bureau 
for study and placement. Of these 82 
showed improvement as indicated by 
non-return to the hospital and adjust- 
ment to the job. Much of the improve- 
ment was attributed, not to the therapy 
in the hospital, but to appropriate place- 
ment and “friendship technics” of the 
Bureau. 

3. Cessation or reduction of symp- 
toms. Much of the research on shock 
therapy used reduction of symptoms as 
the criterion of success of treatment. 
Other investigators have used the dis- 
appearance of specific symptoms as 
criteria of effectiveness of psychother- 
apy. Examples of the use of this 
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type of criterion are McCarthy’s 
study(12) of the effectiveness of group 
therapy with about fifty alcoholics; 
Halliburton’s(6) use of reduction in ag- 
gressive behavior as a criterion of the 
effectiveness of a specialized kind of 
occupational therapy. Jolles(8) set up 
these criteria for measuring the success 
of suggestive therapeutics among psy- 
chotics: “permanent” cures—those who 
showed no return to the symptoms in 
three months; “temporary” cures— 
those who had some return of symp- 
toms within three months. 

4. Patients’ own feelings, expressed 
during and after treatment, that they 
had been helped by the therapy. This is 
the criterion commonly used in psycho- 
therapy with a service emphasis. For 
research purposes some check on the ac- 
curacy of the patients’ statements is 
needed. Hadden(5) sent questionnaires 
to 118 patients three years after the use 
of a classroom technic of group therapy. 
Only 50 responded, but 90 per cent of 
these had the feeling that the therapy 
had helped them, and this conclusion 
was substantiated by hospital records of 
progress. 

5. Evidence of adjustment to life. 
Freeman and Watts(4) described two 
degrees of adjustment two to seven 
years after surgical treatment of fifty 
schizophrenic patients—living outside 
the institution as “fair” results; being 
gainfully employed as “good” results. 
As criteria of the effect of treatment on 
ninety-three college students with epi- 
lepsy, Himler and Raphael(7) used suc- 
cess in completing college, occupational 
adjustment, and other indications of 
cessation of symptoms and adjustment 
to life demands. 

Most of the reported applications of 
this criterion are rather casual record- 
ing and follow-up of a few cases. For 
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example, Peabody(13) reported fully 
two cases in which occupational therapy 
was used in conjunction with psychia- 
try. Yaskin(17) made a general survey 
of delayed benefits of psychotherapy 
based on his thirty years of personal 
study of patients. The April 1945 is- 
sue of the Journal of Abnormal and 
Social Psychology is devoted to some 
excellent detailed description of cases, 
some of which give evidence of the 
effect of the diagnosis and treatment 
described. These are all in the right 
direction. The soundest method of 
measuring progress at present available 
is the intensive study of individual 
cases. 

There is need for an increasing num- 
ber of reports of cases that describe in 
detail not only the diagnostic and thera- 
peutic procedures, but also the responses 
of the patient during treatment and his 
subsequent progress. Detailed records 
based on observation, interviews with 
the patient, and reports of persons in his 
environment give the most adequate evi- 
dence of the results of treatment. They 
indicate insights, understanding of him- 
self and others, and ability to cope with 
personal problems and to use his energy 
more effectively in life situations and 
to face reality without undue emotional 
wear and tear. 


MEASUREMENT OF CRITERIA 


Any sound research on the measure- 
ment of personality has a bearing here. 
A beginning has been made on the sta- 
tistical development of profile scores 
and clusters or syndromes of character- 
istics(1). Burt(3) studied 183 school 
children by means of informal but sys- 
tematic interviews, paper and pencil 
tests of the “indirect” type, and obser- 
vations of behavior in standardized 
real-life situations. He found that 
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“judgments combining all three pro- 
cedures were superior to those based on 
a single technic.” The interview was 
more valid than the tests, and observa- 
tions under real-life conditions had the 
greatest validity. It is the opinion of 
Maberly(10) also that “at present the 
clinical history of the way in which the 
individual has met and dealt with frus- 
tration and deprivation on the one hand 
and surmounted physiological and emo- 
tional milestones on the other, is far 
more reliable” than tests of instability, 
sensitivity, and emotional maturation. 
“Such tests are of value only if the time 
required to administer them and the 
skill needed to interpret and evaluate 
them are materially less than that in- 
volved in a clinical judgment. Tests 
which purport to give scientific objectiv- 
ity, validity, and reliability, and do not, 
are not only worthless but dangerous.” 


NEED OF MorE ADEQUATE CRITERIA 
AND THEIR MEASUREMENT 


In order to know definitely whether 
one form of therapy is more effective 
than another form, these research con- 
ditions must be met : 

1. Comparable groups, one serving 
as a control. Otherwise we do not 
know whether the therapy is more ef- 
fective than a good school or hospital 
environment alone would have been. 
(Good work along this line has been 
done in the research on shock therapy. ) 
But equating groups with respect to 
variables that may influence the results 
of treatment is a difficult task. For 
example, groups should be equated with 
respect to (a) their initial capacity for 
adjustment; (b) the kind, intensity, 
and pervasiveness of the maladjust- 
ment; (c) the appropriateness of the 
therapy for the individual; (d) the 
therapeutic values of the environment, 
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including work experience, to which 
they return after treatment. 

2. Standard means of describing re- 
search populations(11) and their poten- 
tialities for clinical improvement. 

3. Scientific basis for ascertaining 
the significance of the individual’s re- 
sponses to standardized and to real-life 
situations. 

4. Standard means for determining 
the degree of clinical improvement. 

5. Sufficient number of cases to 
warrant generalizations. 

6. Follow-up for a sufficiently long 
time to ascertain delayed effects of 
treatment. 

None of the follow-up or experimen- 
tal studies I have seen have yet met all 
these requirements for a scientific ap- 
praisal of progress in counseling and 
psychotherapy. 
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REPORT OF ROUNDTABLE ON 
INTERNESHIP AND TRAINING OF CLINICAL 
PSYCHOLOGISTS* 


At the meeting of the American Psy- 
chological Association in Philadelphia, 
a roundtable was held on September 6, 
1946, on the interneship and training of 
clinical psychologists. It was arranged 
by the Division of Clinical Psychology 
and was a most dynamic program on 
this very timely subject. Dr. Epcar A. 
Dott of the Training School, Vineland, 
New Jersey, presided. 


Dr. Dott opened the discussion by 
giving a framework for it. He suggested 
that the major work of the clinical psy- 
chologist is, like that of a doctor, overall 
casework; that in order to discuss this 
totality of function, he would break it 
down into five phases: the complaint, the 
history, the present status, the interpre- 
tation or diagnosis, and the treatment. He 
gave the following outline under these 
five headings: 


1. Complaint. Training diversifies here, as 
for mental deficiency, other abnormali- 
ties, criminals, reading disabilities, or 
almost any other type of maladjustment. 
a. Analysis. 

b. Referral—one of the main needs—to 
know to whom to refer, as doctor, 
educator, etc. 

History or Anamnesis or Interview. 

3. Status. 
a. Level of ability. 
b. Types of aptitude and achievement. 
c. Personality appraisal. 
d. Personality dynamics. 
e. Constitutional factors. 
4. Interpretation or Diagnosis or Evalua- 
tion, 
a. Etiology. 
b. Prognosis. 
5. Treatment. 
a. Disposition. 
b. Regimen—corrective procedures. 
*Summary as prepared by Mrs. Charlotte 
Dosier, Regional Office, Veterans Administra- 


tion, Montgomery, Alabama, who acted as secre- 
tary for the roundtable. 
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c. Therapy—counseling. 
d. Referral for treatment outside own 
specialties. 


In his opinion the typical psychologist 
is strongest in his dealing with the status 
of the patient; as in determining levels 
of ability, types of aptitude and achieve- 
ment, personality appraisal and dynamics, 
and constitutional factors. His training 
is weakest in the taking of the history or 
anamnesis or interview. Probably this 
is the weakest phase because it is usually 
obtained through interneship and in the 
past the clinical psychologist has had little 
if any of such training. This history- 
taking is a highly refined technique and 
of broad scope, as in cases of cerebral 
palsy, or neuropsychiatric cases. Because 
this is the weakest place in the training of 
clinical psychologists, Dr. Dott suggested 
that the discussion center around this 
weakness. 

Dr. Bruce Moore was the first speaker. 
He discussed the report of the Shakow 
committee on interneship training, and 
opened his remarks by stating that it 
seemed desirable to give a broad training 
in order to make the clinical psychologist 
something more than a technician. Since 
there is a great need for adequately 
trained psychologists, as the Veterans 
Administration has already found by a 
study which shows that five or six hundred 
more clinical psychologists could be em- 
ployed if available, there is danger that 
some other discipline will take over their 
function if training does not proceed 
quickly. Dr. Moore stated that few clin- 
ical psychologists with only the training 
they have had, can meet the problems with 
which they are faced. He suggested that 
another basic problem in this training is 
the one of selection: that only the person 
with a well-adjusted personality should 
be chosen for this work. He said that in 
addition there is a need for a broad base 
of work in other fields of human relations, 
such as in hospitals and institutions. As 
for the actual training program, he stated 
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that in the early college work, individual 
psychology was not sufficiently empha- 
sized. In the graduate work, specific 
courses and techniques are not broadly 
stressed, but the emphasis is rather upon 
dynamics and testing. The third year of 
training should be the interneship. This 
should also include administration and ex- 
perience in other parts than one’s own 
field. Dr. Moore suggested that there is 
need for more exchange between the ac- 
ademic institution and the institution 
where the interneship is being served. 
Then for the fourth and last year there 
would be a return to the institution for 
additional courses in psychology, seminars, 
and the dissertation. Mimeographed copies 
of the complete outline of this plan of 
training were passed out. The Veterans 
Administration, he stated, has essentially 
adopted this plan. 

At the conclusion of Dr. Moore’s talk, 
Dr. Dott congratulated the Committee 
that the report was made earlier, in time 
to be of service in the present urgent need 
for training in this field. The training 
centers find themselves in a particularly 
critical situation; as they have the criti- 
cism of the clinical psychologists that 
their experience has not been adequate, 
and the interneship centers cannot now get 
adequate personnel for giving high-grade 
training. This makes for great salary 
competition. 

The next speaker was Dr. E. R. Hit- 
GARD, Chairman of the APA Policy and 
Planning Board. He stated that recent 
meetings of the American Psychological 
Association had suggested that plans for 
the training of clinical psychologists be 
accelerated. He suggested that, as in 
teaching it is easier to place the Ph.D. who 
has previously taught, so the pro 
interneship in the clinical field should 
serve the same purpose. The putting of 
the interneship inside the degree rather 
than after it is something that the medical 
schools now consider desirable. Dr. Hit- 
GARD suggested that the psychologists 
could learn from the medical profession 
and also could profit by its mistakes. He 
observed that standards should be im- 
proved for interneships, and that just as 
teacher training should not be merely 
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grading papers, neither should interne- 
ship lack some responsibilities and ex- 
perience. 

Dr. James G. MILLER, Chief of the 
Division of Clinical Psychology of the 
Neuropsychiatric Service of the Veterans 
Administration, next spoke on the Train- 
ing Program of the Veterans Administra- 
tion. He agreed with Dr. Hitcarp on 
two points: (a) that other fields have 
similar problems and that we should con- 
sider them in planning a training program ; 
and (b) that the interneship should be 
placed in the third year of a four-year 
program. He felt that Dr. Dotv’s plan, 
as presented at the first of the program, 
was a useful orientation for discussion 
and made one wonder just where clinical 
psychology is going. There is a radical 
change from what clinical psychologists 
have been in the past. Is the clinical psy- 
chologist going to be the same as the 
psychiatrist in the next twenty years? 
Or are the psychiatrists also to be psy- 
chologists? Are tests to be a sort of 
specialty of the doctor or are they to be 
administered by merely a technician? Dr. 
MILLER stated that he thinks some tests 
could be administered by people with a 
limited background, but that two levels 
of professional clinical psychology are 
impossible. He is refusing to set up a 
Civil Service classification of P-1 or P-2 
for people who emphasize only Intelli- 
gence Quotients. They must be able to 
interpret test results in the light of the 
whole situation. He noted that anyone 
who starts out as a mere tester will inevi- 
tably find himself expanding to consul- 
tation and treatment and therefore should 
have a thorough background of training. 
Dr. MILLER likened the clinical psycholo- 
gist to the roentgenologist, in that he 
should be a specialist in certain tech- 
niques; not as the man who makes the 
pictures, but the one who looks at them 
and decides what is wrong. The diag- 
nostic processes of the two fields seem 
to him the same. He stated that in June 
of this year the Veterans Administration 
brought representatives of accredited uni- 
versities together for a discussion of this 
problem. At that time it was stated that 
no university in the country had an ade- 
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quate curriculum in this field. Hence, 
we are free to think and plan for it. In 
order to do this, he suggested the follow- 
ing job analysis. In the Veterans Ad- 
ministration, the clinical psychologist has 
three primary tasks: diagnosis, research, 
and therapy, in that order. (Secondary 
tasks may be administration, public edu- 
cation, and public relations.) The therapy 
is to be in the medical framework and 
under medical direction. He emphasized 
that the psychologist is particularly fitted 
to do certain types of therapy. He visual- 
ized a team of the doctor, the social worker, 
and the psychologist, in order to capitalize 
their respective differences in education. 
It was found that the response of these 
three professions to this question of the 
proper education shqwed emotional tinges 
from the past traditions in their respective 
fields. The psychologist talks of academic 
courses as a suitable background. The 
physician says that this does not prepare 
for diagnosis and therapy, and that one 
must have a basic understanding of the 
body before he can deal with body-mind 
interrelationships ; as, for example, in a 
differential diagnosis between undulant 
fever and neurosis. The social worker 
insists that individualized case study, in- 
volving discussion of one case after 
another with an experienced person over 
a period of years, is the proper method 
of training. Dr. MILER raised the ques- 
tion of how these varying types of training 
tie into the job analysis with the group. 
He stated that a thorough program will 
have to be worked out at each university 
in the light of the facilities there, and that 
shortcomings must be evaluated and rem- 
edied later as this becomes possible. He 
stressed that it is the policy of the Vet- 
erans Administration to make “as indis- 
soluble a union as possible” between itself 
and the universities. Significant training 
is to be given at the bedside and a thorough 
theoretical background at the university. 
University teachers are to be used, and 
Veterans Administration personnel who 
are capable are to be located near the 
universities where they can teach. It is 
not the aim of the Veterans Administra- 
tion to “buy” personnel from the uni- 
versities, but rather to support them by 
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giving additional funds for training and © 


by sharing personnel. | 

Dr. DoLt commented that the group 
should consider the areas of this Veterans 
Administration program in which it could 
properly be concerned. 

The next speaker was Dr. LaurANCE 
F. SHAFFER, chairman of the APA com- 
mittee on clinical psychology. He recalled 
the appointment, about a year and a half 
ago, by the American Psychiatric Associa- 
tion and the American Psychological As- 
sociation, of two committees which met 
this past June. He reported that there 
was no wrangling but, on the contrary, 
a very harmonious atmosphere; and that 
while the groups at the joint meeting did 
not succeed in solving all problems, they 
did achieve a spirit of good will between 
the two groups. From Dr. MILLEr’s 
statements, the plans of the Veterans 
Administration he noted are in thorough 
accord with the recommendations of this 
group for training and function of the 
clinical psychologist. Dr. SHAFFER out- 
lined the recommendations of the Joint 
Committee in this area as follows: 

The concept of teamwork between the 
medical and the psychological workers 
is one of the most important aspects. As 
the psychologist is not equipped, for ex- 
ample, to diagnose carcinoma, the only 
way out is either to have the psychologist 
medically trained, or to have teamwork, 
especially on the diagnostic side, between 
the medical, the psychological, and the 
social workers. Thus, as in the Veterans 
Administration, the psychologist will not 
have the burden of responsibility in the 
medical angle. Since the psychiatrist and 
the psychologist may not have had identical 
courses in their respective educational 
preparation (as the psychiatrist usually has 
no training in experimentation and the 
psychologist no training in psychosomatic 
factors) the Committee recommends that 
wherever there are psychologists being 
trained for clinical psychology, there 
should also be psychiatrists being trained 
in psychiatry, and vice versa. This makes 
for future rapport between the profes- 
sions. Dr. SHAFFER commented that 
this idea might also be desirable for the 
training of social workers, but that they 
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had not yet been included in the plan. He 
said that on the Committee, the psychia- 
trists themselves recommended _ that 
courses from psychology in the area of 

rimentation, learning, conflict, and so 
on, be included in their curriculum, as 
their training is too largely on an ap- 
prenticeship basis. The idea seemed to 
evolve that the psychiatrist should be 
gotten into some classrooms and the psy- 
chologist out of some classrooms. Dr. 
SHAFFER stated that the Joint Committee 
reacted very favorably to the Shakow 
report in its recommendation for training 
of clinical psychologists by two years at 
a university, one year of interneship, and 
then the last year back at the university 
with the work that year consisting mainly 
of seminars, rather than the formulation 
of a specific curriculum at present. He 
ended his report by saying that the psy- 
chologist is thus not taking over the medi- 
cal function, but is rather supplementing 
it. 

Dr. Dott at this point called the at- 
tention of the group to the fact that while 
in much c. the discussion the emphasis 
had been on the relation of the -'irical 
psychologist to psychiatry, there are « ther 
important professional relations, e.g. to 
education, to social welfare, to correction, 
and to industry. He called on Dr. LLoyp 
N. YeEpsEN of the New Jersey State 
Department of Institutions and Agencies 
to discuss the relationship of clinical psy- 
chology to education, public welfare, and 
correction. 

Dr. YEPSEN began by asking “Are clin- 
ical psychologists working other places 
than in the Veterans Administration?” 
He answered by stating that they have been 
working for twenty-five years in the field 
of correction, but that no real progress 
has been made in specific training for 
work in this field. Neither has there 
been any progress in the training for the 
fields of public welfare and the schools. 
Yet psychologists are continually being 
employed in correctional institutions, ju- 
venile courts, schools, and so forth. He 
added that probably adequate training in 
one field would be adequate for the others ; 
but also that there seems need for further 
specialization. For instance, for work in 
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the schools, training in learning, forget- 
ting, and remedial work is needed. For 
work in an institution for the feeble- 
minded, research and study on the slow 
learner would be desirable. Interneships 
have been and are available in New York, 
New Jersey and the Middle West; and 
probably more will be offered as a result 
of the new public health laws. They are 
also being urged by the American Prison 
Association, the American Association on 
Mental Deficiency, and other welfare as- 
sociations. While, of course, specialized 
institutions can offer things that these in- 
stitutions can not offer, there are many 
fields open to the clinical psychologist in 
welfare and education. 

The Chairman asked for comments on 
the social welfare ramifications of the Vet- 
erans’ Administration. 

He next introduced Dr. JosepH M. 
Bossitt of the U. S. Public Health Serv- 
ice. Dr. Bopsitr gave the program of 
training in the Public Health Service. He 
said that it would operate under the Na- 
tional Mental Health Act of 1946, but 
that because the Congress had adjourned 
without allotting funds for the program, 
training under it would not be available 
until July 1947. But, he added, a year is 
really needed in which to plan it. There 
are three major aspects of this program: 
research on causes and preventive treat- 
ment, training activities, and augmentation 
of mental health facilities. The emphasis 
will be on outpatient preventive work. 
The mental hygiene program will be un- 
der the Surgeon General and six other 
members not employed by the Govern- 
ment. The training program includes 
training for psychiatrists, clinical psychol- 
ogists, psychiatric social workers, psychia- 
tric nurses, attendants, and other aides. 
Under this program people will be trained 
in all fields of clinical psychology. 

This program is to be carried out in five 
ways. First, grants are to be made to uni- 
versities and other training centers such 
as hospitals. The funds may be used for 
anything but buildings. The grants are 


to be applied for. The criteria have not 
yet been established for making these 
grants ; but the plan is to do the job as well 
as is possible by the standards set up by 
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professional organizations, such as those 
outlined by the Shakow and the Shaffer 
committees. There would be deviation 
from these only where professional or- 
ganizations do not have formal standards, 
as avoidance of conflict with the institu- 
tion is desired. Second, stipends are to 
be made available to trainees in the field of 
mental health. The size of these is not 
yet determined, but is to be graduated 
from year to year for any one’ trainee. 
Block grants may be made to institutions 
for this purpose. The student will be left 
free to choose any accredited institution. 
Third, research fellowships in mental 
health are to be set up. The junior fel- 
lowship, for fellows above the master’s 
degree, will be $2,400 a year. The senior 
fellowship, for fellows above the doctor’s 
degree, will be $3,000 a year. A special 
fellowship, for those with the doctorate 
and several years’ experience, is to be 
offered without set stipend. It is to be 
based in part on the qualifications of the 
applicant. Fourth, a training center, the 
National Institute of Mental Health, is to 
be constructed. It is to include each dis- 
cipline and science in the field of mental 
health. There will be cross-discipline 
education through seminars. It is planned 
to offer summer specialized courses. Very 
high and specialized training is to be off- 
ered at this Center. Fifth, an adminis- 
trative training section is to be established 
at headquarters. Its functions will be the 
preparation of manuals and syllabi; the 
giving of short-term institutional demon- 
strations ; and the study of problems con- 
nected with mental health training and 
education. Dr. Bossrrt emphasized that 
these are only the preliminary plans and 
that the details are to be worked out later. 
He commented that, as to the previously 
mentioned problem of relations between 
the psychologist and the psychiatrist, when 
thoroughly trained psychologists are pro- 
duced, a lot of the difficulties in their deal- 
ing with psychiatrists will disappear, The 
psychiatrists, he thinks, will then learn to 
depend upon psychology as upon other 
specialties in the medical field. To him 
this is not the whole solution of the prob- 
lem, but it will help. 





REPORT OF ROUNDTABLE 


The meeting was next thrown open 
for general discussion. Since this was 
lively and even emotional at times, and 
since many important aspects of the 
question were brought out, it is reported 
rather fully. 


Dr. Dott began it by re-emphasizing 
the importance of content information in 
different areas. He said that while this 
morning the psychologist’s relation to psy- 
chiatry was stressed, the relation to ortho- 
psychiatry, to juvenile delinquency, to the 
handicapped (deaf, blind, and crippled), 
to adulthood, to old age, and to gifted chil- 
dren, for example, had not been discussed. 
There are very different problems of con- 
tent information needed on the wide num- 
ber of types of clinical cases with which 
the psychologist has to deal. 

A question was raised from the floor 
concerning the requirement in the under- 
graduate period of the learning of at least 
two languages in the proposed plan of the 
Committee on Graduate Training of the 
APA for the training of clinical psycholo- 
gists. The questioner also commented 
on the tendency to belittle the training 
now given in psychology. Dr. Moore 
answered by saying that while he believed 
there was some point in what was said, he 
thought the questioner had made a special 
interpretation; that the undergraduate 
work was to include as much fundamental 
psychology as the institution wished to in- 
clude. As to the question on language re- 
quirements he said that was only realistic, 
as one has to face the requirements for a 
reading knowledge of two languages in 
the academic field. 

Next, the value of a dissertation as part 
of the fourth year’s graduate work in the 
training program, was questioned. The 
speaker expressed himself as feeling that 
doctoral dissertations are of low value 
either to the student or to the field of 
psychology. Dr. MILLER answered that 
in his opinion the dissertation is essential 
because the basic research done for it is 
such valuable training in research meth- 
ods. He added that the greatest lack of 
the medical profession is a lack of knowl- 
edge of research, and that this has held 
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back medical practice, as some doctors do 
not know how to evaluate the results of 
their treatments. He thinks that this is a 
great contribution that can be made to the 
field by psychology, and that since the only 
way to learn methods of research is by 
doing it, the dissertation is very important. 
Dr. YEPSEN added his feeling of the need 
for research training and his idea that 
through this research the psychologist has 
made his main impression upon the medi- 
cal profession. Dr. Moore added that the 
Committee on Graduate Training wants 
research done for training in the tech- 
niques, as part of the basic training of a 
clinical psychologist ; and he stressed that 
the way to learn these most effectively is 
by solving an actual problem. He said a 
vital part of this training also, is develop- 
ing the ability to carry a problem through 
to a conclusion. 

Several questions on the interneship 
program were next raised. The first one 
concerned a difference in the proposed 
interneship for psychologists and that 
for medical men, the latter being a rotat- 
ing rather than a concentrated interneship. 
Dr. DoLit commented that as a member 
of the Shakow committee, he thinks a cer- 
tain amount of rotation is planned in the 
concentrated interneship for psycholo- 
gists; this to be achieved by thorough 
training in procedure in some one field 
such that it could be expanded into other 
fields. 

The question was next raised by a mem- 
ber of the staff at St. Elizabeth’s Hospital 
as to why the committee planned for in- 
terneships without pay when the Veter- 
ans Administration is paying its internes. 
She has several interneships at St. Eliza- 
beth’s and wants to conform to the plan 
of the APA; but at present this institu- 
tion is paying its internes also. She feels 
that pay for internes is rather important, 
as they are usually of the age to marry and 
carry the responsibilities of a family. Dr. 
Dott replied that one argument against 
the payment of internes is that they seem, 
when paid, to feel that they are holding a 
low-grade job rather than doing high- 
grade learning. In other words, there 
seems to be a tendency of the paid interne 
to underrate the training situation. They 


seem to have a different feeling on a 
scholarship which would take care of the 
money problem. Dr. MILLER countered 
that there is a fundamental need for the 
man in training to have adequate economic 
care for a normal life. By arranging this, 
economic matters are made secondary and 
emphasis may be placed on learning. Dr. 
Ricu added that there is a need for the 
interne to put his whole attention on his 
learning and his duties, and not to have to 
divide it by doing part-time work for 
economic support. Interneship can be re- 
duced to a method of getting cheap labor, 
as in certain state institutions where serv- 
ice is demanded for pay. The high cost of 
supervision of trainees is another aspect 
of the economic angle. A comment was 
next made from the floor that the type of 
institution the speaker works for seems 
to influence his attitude on the payment of 
internes. 

Dr. Dott said that a systematic organi- 
zation of interneship centers is needed, as 
they have been treated like country cous- 
ins. Campus departments need to get 
better acquainted, and there is a need for 
mutual cooperation between the campus 
and the interneship center. These centers 
should get together to establish status. 
He thinks that the interneship center, in 
giving a stipend in addition to mainte- 
nance, would be paying twice. Why 
should there be an off-campus and not an 
on-campus subsidy? Perhaps the entire 
graduate school should be subsidized ? 

Dr. Bospitt stated that the Public 
Health Service will give equal grants to 
the universities and to interneship centers 
for stipends, in order to get the best work- 
ers. These would be for all four years of 
the program. 

Dr. Do tt said his statement about de- 
sirability of lack of subsidy should not 
hold for institutions like correctional in- 
stitutions where other people are working 
for pay. If the training situation is one 


in which other workers are subsidized, 
then the clinical psychologist trainee 
should be subsidized; if others are not 
paid, then he should not be paid. At 
Vineland, the salaries are based on the 
work done with “salaried interneships.” 

Dr. MILter brought out that this group 
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must decide what status the clinical psy- 
chologist is to have. He hopes that it will 
be the same status as that of the physician. 
In the Veterans’ Administration, the pro- 
fession is to be put at the level to operate 
effectively. He expressed himself as be- 
ing sorry that the Veterans Administra- 
tion has more buying power than some 
other organizations, as it does not want 
to be in competition in the field; and he 
hopes that this situation will not last long. 

Criticisms were now offered on certain 
lacks in the proposed training program. 
One speaker felt that there was a 
of sufficient vocational guidance courses 
and of social work courses, as well as need 
for a supervised psycho-educational clinic. 
She stated that the first two years (under- 
graduate and senior) of the plan were too 
heavily weighted with the neuropsychiat- 
ric approach and did not include enough 
pre-adult work. She also felt that there 
is a need for more emphasis in the plan 
upon the study of the comparatively nor- 
mal person. A later suggestion, made by 
another person, was that the trainee in 
clinical psychology handle normal young- 
sters first and then later progress to the 
handling of the pathological ones. He felt 
that this training could be given in the 
early part of the program. 

Another speaker, a member of the staff 
of Columbia University, expressed her- 
self as being in agreement with the speaker 
who stressed more need for study of the 
normal. She said that while she did not 


REPORT OF ROUNDTABLE 


favor neglect of the present fields, she 
did think there is a need for more em- 
phasis on keeping normal people normal. 
She added that she would wish as much 
sound training as possible in the quantita- 
tive handling of data, because so many 
have only the qualitative approach. She 
also feels it most desirable to get trainees 
in this field who are adequate as people ; 
who have a rich understanding of life and 
of living. 

Another speaker rose to ask for a dis- 
cussion of the personality of the indi- 
vidual going into clinical psychology. Dr. 
MILLER said that this question had been 
put to the psychoanalysts and that there 
was a wide variation in their answers. 
However, there seemed to be a general 
agreement on the need for possession of 
judgment, tact, and the ability to handle 
people. He hopes that research carried 
out in the Veterans Administration train- 
ing program will help solve this problem. 
In the program, the University of Michi- 
gan is to coordinate with other universities 
in the assessment of the personalities of 
the trainees, and then to follow them up 
for a period of years to find out the per- 
sonality qualifications of the good clini- 
cians. Dr. KE.ty is to head up this re- 
search both for the Veterans Adminis- 
tration and for the American Psychologi- 
cal Association. 


After this full and thought-provok- 
ing discussion, the session adjourned. 
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A SELF-INTERVIEW INVENTORY 


H. BIRNET HOVEY 
Senior Psychologist, Guidance Center, California Department of Corrections 


INTRODUCTION 


In order to expedite psychiatric, so- 
cial, vocational and psychological analy- 
ses of a large turnover in cases of pris- 
oners being processed through the 
Guidance Center of the California De- 
partment of Corrections, a device has 
been developed along the principles of 
individual administration of the Min- 
nesota Multiphasic Personality Inven- 
tory(1), 


MeETHOD 


The device is referred to as a self- 
interview inventory. It consists of 360 
personal history and experience state- 
ments typewritten on 244“ x 314“ cards. 
The subject (S) is given a set of the 
cards and instructed to sort them into 
categories of “true,” “false,” and “‘can- 
not say,” according to the way in which 
the statements apply to him. Subjects 
spend from about 40 to 90 minutes in 
going through the self-interview cards. 
Four hundred subjects were used dur- 
ing the development of the inventory. 
(Subsequently the continued adminis- 
tration of it to incoming prisoners has 
made possible some further modifica- 
tions and has increased its usefulness. ) 

For recording, the cards are manipu- 
lated the same as with the Multiphasic. 
Cards placed by the S in “true” with 
lower right-hand corners cut, and those 
placed in “false” with lower left-hand 
corners cut, are used for recording. All 
other cards in the “true” and “false” 


are disregarded. Cards placed in the 
“cannot say” are scanned for significant 
items which almost any individual capa- 
ble of taking the inventory should be 
able to answer as true or false. Such 
items are recorded with a question 
mark. Certain statements on recent, 
and sexual experiences, for instance, are 
included in this category. The cards 
are shuffled after each use. Approxi- 
mately 15 minutes are required to score 
and record. 

A complete list of the statements 
used in the inventory would be too long 
for this report. A few random sam- 
ple statements follow: 


“My father was insane at one time.” 

“T had a good appetite when a child.” 

“After an accident in which my head was 
injured, I started to have dizzy spells.” 

“T often walked in my sleep when a boy.” 

“My father was a hard steady worker.” 

“T was raised by my grandmother.” 

“I believe my mother was sorry that I 
was born.” 

“When a child, I liked to play girls’ games 
better than boys’ games.” 

“T have always liked out-door sports.” 

“When a boy I ran away from home at 
least 4 or 5 times.” 

“My teachers treated me all right.” 

“My best friends have known me for at 
least several years.” 

“T have been on charity.” 

“I have been more sexually attracted to 
men than to women.” 

“T have been married three times.” 


1. Upon request the Guidance Center will 
send to qualified non-profit agencies, a complete 
list of statements in the inventory and a sample 
scoring sheet. 
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Items of more importance are stated 
on at least two different cards and in at 
least two different ways. For example, 
there are three different cards with 
which a S may indicate that he has been 
treated as a mental patient. Several 
statements are included on some topics 
to bring out patterns or trends in the 
individual’s makeup and history. 

With the use of clerical assistants the 
inventory is scored, routine personal 
history information is checked on a 
scoring form, and areas are indicated 
for special exploration during interview 
into the personal history, interests, at- 
titudes, pathological features, etc. 

Three systems were devised for esti- 
mating the extent of reliability of each 
S’s responses. 


(a) To measure the S’s carefulness: Ten 
of the cards contain statements pertain- 
ing to assets or virtues that almost every- 
one has or believes he has. An example 
is: “I have usually or always been 
loyal to my friends.” The corners of 
these ten cards are so cut that if a S 
used cut corners as cues in manipulating 
the whole inventory, he was likely to 
place most if not all of these particular 
cards in the “false” category, along 
with the numerous cards containing 
derogatory statements. If the S were 
merely careless or indifferent he was 
very likely to misplace about one-half 
of these cards. When a S did not cor- 
rectly place more than one-half, his 
account of himself was deemed worth- 
less from the standpoint of accuracy or 
carefulness. Analyses of such cases 
bear out this contention. Approximate- 
ly 9% of the original 400 Ss so disquali- 
fied themselves. The number out of the 
ten cards correctly placed is taken as the 
“carefulness” rating. Nine and ten cor- 
rectly placed cards are given carefulness 
ratings of OK; 8 or 7, questionable; 
and 6 or less, worthless. 

{b) A second scoring procedure is used to 
estimate the S’s consistency. There are 
ten pairs of cards, each pair having a 
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statement on one card worded approxi- 
mately opposite to the statement of its 
paired associate, and with the opposite 
corner truncated. The frequency with 
which the S inadvertently places both 
cards of a pair in the same pile or slot 
shows up on the scoring sheet. For a 
perfect scoring no two cards of the same 
pair can be placed in the same group of 
true or false. The twenty cards are part 
of the regular set covering the persona! 
history. A low rating is often asso- 
ciated with poor comprehension. When 
9 or 10 pairs of the generally incom- 
patible cards are well placed, consist- 
ency is rated as good; 8 and 7, fair; 
6, questionable; 5 or less, poor. 

(c) The third device was developed to esti- 
mate the S’s truthfulness in sorting the 
cards. Over twenty cards were pre- 
pared with statements of common weak- 
nesses which a person is usually reluc- 
tant to admit. From among the routine 
cases with a satisfactory carefulness 
rating, two contrasting groups were 
selected. One group consisted of 30 
individuals found clinically to have been 
spontaneously disposed toward refrain- 
ing from admitting derogatory informa- 
tion about themselves. The other group 
was made up of 30 individuals found 
clinically to have been unusually frank 
about themselves. Comparisons were 
made between the proportion of times 
each of the statements was admitted by 
the frank group, and by the untruthfully 
disposed group. The 15 most discrim- 
inatory items were retained, the re- 
mainder being discarded from the in- 
ventory. A sample of the retained state- 
ments is: “At some time in my life | 
have gotten a thrill out of stealing some- 
thing.” The median number of state- 
ments admitted was 8.3. The first quar- 
tile of the distribution was 5.9 and the 
third 10.4. Admission of 11 or more 
items is rated as good, from 6 to 10 as 
average, from 4 to 5 as questionable, and 
3 or less as poor. These estimates oi 
“truthfulness” may also represent esti- 
mates of insight. Individuals with 
better insight into their own inade- 
quacies tended to make better showings. 
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RESULTS AND DISCUSSION 


The inventory has saved consider- 
able time in interviewing on the part of 
the professional personnel of the Guid- 
ance Center. It turned out to have an 
objectivity apparent to the Ss and was 
less objectionable to some of them than 
a prolonged individual interview. Sort- 
ing of cards was expressly preferred by 
some Ss to checking lists of statements. 
The instrument has obviated to a large 
extent the necessity for delicate prob- 
ing during each interview. No S has 
been known to have been offended in 
encountering among the cards, state- 
ments relating to such matters as homo- 
sexual tendencies, other deviate sexual 
interests, illegitimacy of birth, inade- 
quate parents, etc. An appreciable 
number of Ss made admissions on such 
items, which had not been picked up by 
other routine methods. 

The three methods used for estimat- 
ing reliability of the S’s card-sorting 
account of himself cannot be consid- 
ered infallible in any sense. Although 
poor and questionable ratings on one 
or more of the validation scales is a 
strong indication that the self-account 
is of little value in any particular case, 
a S occasionally made an acceptable 
showing on all three scales, and even so, 
concealed certain important aspects of 
his experiences. Judgment in individual 
cases is made over and above the scale 
rating when a case is being handled 
clinically and not for statistical pur- 
poses. A few Ss with known tendencies 
to aggrandize, to a pathological extent, 


their past achievements, were not de- 
tected by the truthfulness scale. In the 
card sorting situation they were about 
as frank in admitting common “weak- 
nesses” as was the general run of cases. 

During development of the inventory 
to its present stage, new items have been 
added from time to time, and old ones 
eliminated because of failure to reveal 
anything of much significance. Also, 
different ways of wording were tried 
out in numerous instances. The num- 
ber and kinds of items would probably 
have to be changed to comply with the 
needs of the individual interviewers and 
for special purposes to which the inven- 
tory might be applied. 


SUMMARY 


An inventory containing 360 per- 
sonal history statements typewritten on 
cards to be sorted into true, false and 
cannot-say categories, was given to a 
group of male prisoners. The state- 
ments were designed to cover the his- 
tories comprehensively for information 
of value in social, psychiatric, psycho- 
logical and vocational analyses. Devices 
were developed for evaluating the re- 
liability of each S’s responses. The in- 
strument has saved appreciable time in 
individual interviewing on the part of 
the professional personnel, primarily 
by indicating areas for special explora- 
tion. 
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THE INTELLIGENCE FACTOR IN PSYCHOPATHIC 
PERSONALITY* 


MILTON S. GURVITZ 
New York City 


INTRODUCTION 


The general consensus of opinion 
among investigators of psychopathic 
personality has been that the psychopath 
is an individual who is characterized by 
average or above average intelligence. 
The classical picture of a psychopath 
is a person who, despite average or 
superior intelligence is unable to profit 
from experience. Cleckley(!) states: 
“He (the psychopath) is alert, usually 
more clever than the average, and of a 
superior general objective intelligence, 
whether this is estimated by psycho- 
metric tests or by hearing him reason 
or talk.” The term intelligence as used 
in this study will be arbitrarily confined 
to what is measured by the common 
type of adult mental test, and obviously, 
has no relation to what some investiga- 
tors choose to call social intelligence. 
The generally held conclusion that the 
psychopath is of average to superior in- 
telligence did not jibe with the author’s 
clinical experience and seemed to war- 
rant further investigation. The hy- 
pothesis for this investigation was that 
the intelligence of psychopaths incar- 
cerated in a penitentiary does not differ 
significantly from that of the remainder 
of the prison population. 


METHOD 


Subjects for this investigation were 
4500 successive admissions to the Fed- 


* This study was made in the psychological 
clinic of the U. S. Penitentiary Hospital at 
Lewisburg, Pa., under the direction of. Dr. 
Richard Sears and Dr. Robert M. Lindner of 
the U. S. Public Health Service and has been 
approved for publication by the Office of the 
Surgeon General, U. S. P. H. S. 


eral Penitentiary at Lewisburg, Pa., in 
which the medical, psychiatric, and psy- 
chological services were furnished by 
the U. S. Public Health Service. 

The diagnoses of psychopathic per- 
sonality were made by four individuals 
(three psychiatrists and a clinical psy- 
chologist), although each inmate was 
diagnosed by only one of the above 
clinicians and in most cases only iwo 
were on duty at any one time. Dur- 
ing this period there was a practical 
unanimity as to what constituted psy- 
chopathic personality, although there 
was considerable disagreement as to its 
cause and treatment. Diagnostic stand- 
ards used by the group include the fol- 
lowing eleven broad symptomatic con- 
stellations : 


Defective relationship with the commun- 
ity. 

Inability to pursue socially acceptable 
goals. 

Rejection of constituted authority. 

Maladjustment and perversion in the sex- 
ual sphere. 

Lack of appropriate emotional response. 

Almost total lack of insight in regard to 
the self. 

Defective judgment as evidenced by 
marked imbalance between ego and so- 
cial goals. 

Verbal rather than emotional acceptance 
of social precepts. 

Intelligence—as measured by tests—in the 
range of normal to superior. 

Strong migratory tendencies. 

Marked egocentricity. 

Quick ability for rationalization.(2) 


The diagnoses of intelligence level 
were made by the psychologist as part 
of his official duties and were incor- 
porated in records before this study 
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THE INTELLIGENCE FACTOR 


was begun. The psychologist employed 
a combination of group tests, individ- 
ual tests, clinical examination and case 
history to make his evaluation of the 
intelligence level of each individual. 
In most cases the group tests were given 
prime weight, as individual tests were 
not administered routinely but were re- 
served for instances of low Il. Q., 
marked imbalance between group tests 
and/or case history and clinical exami- 
nation, or when the two routine non- 
verbal tests disagreed in their absolute 
results, 

All inmates during the second week 
of their admission were routinely ad- 
ministered the U. S. Public Health 
Service Classification Test and the 
Lewisburg Beta. The former consists 
of five scored subtests and an initial 
buffer test. The first scored subtest is 
a difficult variation of the digit sym- 
bol test in which geometric forms are 
identified by placing simple symbols in 
them; thus + marks are placed inside 
small squares and — marks placed in- 
side circles, etc. The next subtest in- 
volves the recognition of the four sym- 
bols that are identical in a group of ten. 
A non-verbal variation of the analogies 
test of the Army Alpha constitutes the 
third scored subtest. The next test is 
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a difficult version of the paper form 
board which constituted one of the sub- 
tests of the original Army Beta. The 
last subtest consists of large squares 
ruled into equal sized smaller squares, 
some of which are blacked in and some 
not, with directions to ‘““Count the num- 
ber of black squares.” The problem is 
made more difficult by gradually intro- 
ducing a larger number of blacked in 
half squares, and reducing the size of 
the squares. The Lewisburg Beta is 
a restandardization of the Revised 
Beta of Kellog and Morton(3). Both 
of these tests were standardized on Fed- 
eral Prison System inmates, but are 
closely comparable to tests standardized 
on a random sampling of the population 
of the United States. In 526 cases 
there was a mean difference of 7.8 be- 
tween the I. Q. of the Lewisburg Beta 
and the Wechsler-Bellevue and an r 
of .92 between their weighted scores, 
while in the same number of cases the 
Classification Test weighted score had 
an r of .86 with the Wechsler-Bellevue 
weighted score. 

The individual test most relied on 
was the Wechsler-Bellevue, although 
the 1937 Stanford Binet was occasion- 
ally employed with younger subjects. 
In a few instances the Porteus Maze 


Taste 1. The intelligence of psychopaths, and all other inmates of a federal penitentiary 
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Psychopaths All Other Inmates 
Intelligence rating* No. % No. % 

PN ons cia ccck vcnceeccsssecs 14 1.6 17 5 
ee a swe bud dd enansendeeen® 49 5.8 200 5.5 
RN Son a oas «o's ook swan qctmmmbemina 124 14.6 504 13.8 
asa an oka von sad cle csa nade baka 438 51.5 1,851 50.7 
RN ee ee gE ie Oe Ere a gaa 159 18.7 725 19.9 
Inferior and borderline .................... 60 7.1 314 8.6 
ND pos de wlads hanes sc cieheeerars 7 8 38 1.0 

na enue er waceawelauhied ss 851 100.1 3,649 100.0 





* These ratings were made by the psychologist for the institutional records. They 
represent a clinical evaluation of the test scores in the light of all available data in- 
cluding previous history and clinical evaluation. 
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Test and the Army Performance Test 
(1918) were utilized, while the Healy 
Pictorial completion test was used to 
help differentiate borderline from 
feeble-minded subjects. 

Negroes composed 19.0% of the 
non-psychopathic group and 18.4% of 
the psychopathic group, a difference in 
no way significant (Chi? = 1.09, de- 
gree of freedom = 1., P = .30). 


RESULTS 


Table 1 indicates how closely the 
distribution of intelligence among psy- 
chopaths approximates that of the non- 
psychopathic group comprising the re- 
mainder of the prison population. To 
eliminate all doubt, however, the Chi? 
technique was used and this indicated 
that the slight overall superiority of the 
psychopaths is not significant.? 

It will be noted that there is some 
discrepancy in the feebleminded and 
superior categories, although this is not 
great enough to produce a significant 
difference. Among the criteria that the 
clinicians used in diagnosing psycho- 
pathic personality will be found the 
factor of average to superior intelli- 
gence. In view of this “mind set,” the 
slightly higher rating of psychopaths is 
not surprising and probably accounts 
for the discrepancies in the feeble- 
minded and superior categories. 

In view of the above results, and 


1. Chi? = 5.51; degree of freedom = 4; P = 
20—30%. 
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Tulchin’s(5) demonstration of the ap- 
proximately normal distribution of in- 
telligence among prison inmates, to- 
gether with similar findings in the pres- 
ent investigation and in more extensive 
surveys of the intelligence of Federal 
prisoners(4), it would seem an obvious 
conclusion that intelligence level is not 
a significant factor in the diagnosis of 
psychopathic personality. 


SUMMARY 


The intelligence rating of 851 psy- 
chopaths and 3649 non-psychopaths, all 
inmates of a Federal penitentiary, were 
compared and found not to be statisti- 
cally different by the Chi? technique. 
The distribution of both groups, con- 
sidering the percentage of negroes, was 
approximately normal. It was con- 
cluded that intelligence is not a signifi- 
cant factor in the diagnosis of psycho- 
pathic personality. 
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REPORT ON THE EFFECT OF TRAINING 
IN COLOR BLINDNESS 


FLETCHER McCORD 


University of Tulsa 


CasE REPORT 


The subject of this training, I. E., age 
21 came for consultation about a color 
weakness, of which he had only lately 
been aware. A heretofore undetected color 
blindness had manifested itself in his re- 
sponses to the Ishihara color blindness 
charts the year previous. 

Testing on the Ishihara test uncovered 
a distinct color weakness. On the Pseudo- 
Isochromatic Plates’ for testing color per- 
ception the subject missed twenty-four of 
the plates completely and, in addition, mis- 
read three others, correcting himself after 
closer examination. When tested with 
the Scripture filters the subject made no 
errors. On the Dvorine color naming 
disks? the subject miscalled only two of 
the dark tints, calling purple for violet, 
which was a case of misnaming ; and gray 
was reported as gray-green. On the light 
tints the subject misnamed blue, calling it 
pale lavender. The first time he went 
through the Dvorine color charts he mis- 
called ten of the sixty charts. One was 
first miscalled and then called correctly 
after hesitation. Two were called cor- 
rectly at first and then misnamed after 
hesitation. Four of these figures were 
miscalled after prolonged hesitation ; and 
one other figure was named correctly, but 
only after prolonged hesitation followed 
by further indecisive hesitation. The ten 
figures which were misnamed were charts 
A-2, with colors red and brown, green and 
orange ; A-3, colors red and gray, blue and 
violet; A-4, blue and green and orange; 
A-21, yellow and orange; A-22, orange 
and yellow; A-24, green and yellow; A- 
35, blue and violet ; A-36, violet and blue; 
A-41, orange and green; A-52, brown 
and green. Chart A-10 was the one first 
miscalled and then corrected after hesita- 
tion. Charts A-27, yellow and brown, 


1. Published by the American Optical Com- 


pany. 
2. Israel Dvorine, O.D., 2328 Eutaw Place, 
Baltimore 17, Maryland. 


and A-28, brown and yellow, were the 
two charts first correctly called, then later 
misnamed after hesitation. Charts A-35, 
blue and violet ; A-36, violet and blue; A- 
41, orange and green; and A-52, brown 
and green, were the ones miscalled after 
prolonged hesitation. Chart A-42, green 
and orange, was correctly called after pro- 
longed hesitation and then reaffirmed only 
after long hesitation. 

The subject reported three times a week 
tor five weeks, and on each occasion the 
same training procedure was used. He 
was asked to name the color disks, both 
dark tints and light tints, and then went 
through the entire series of color training 
charts. He was encouraged to read the 
charts slowly, and was asked to trace the 
figures with a small camel’s hair brush 
after the first three training sessions. 
From that time on he_ systematically 
traced all the figures before he called 
them, even when he said he felt certain 
as to what they were. The order in which 
the figures were presented was varied. 
During the last two weeks the subject 
was asked, in addition, to look at the 
figures which he found most difficult with 
intent to make them as clear perceptually 
as possible and to prolong this clarity. 

After the first session with the color 
disk it was clear that the chief errors made 
by this subject in naming colors were a 
matter of nomenclature, and from that 
time on he made no errors in naming the 
disk with the exception of occasional 
carelessness, though he continued to hesi- 
tate and make errors on the training 
charts. After two weeks a pattern ap- 
peared in the errors of the subject which 
had not been apparent from his responses 
on any of the tests including the Dvorine 
charts themselves. He stopped making 


persistent errors on any of the charts ex- 
cept those involving violet and blue con- 
fusion patterns. 

At the end of the five weeks’ training 
period the subject was able to go through 
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the charts with no errors provided he 
took time and completed the figures by 
tracing before calling them. At this time 
the subject’s responses were checked on 
the Dvorine color blindness charts. The 
check showed no errors. The subjects 
was then checked further by having him 
look again at the American Optical Com- 
pany’s Pseudo-Isochromatic plates and 
other Ishihara figures with no errors. 

To summarize: Subject, L.E., showed 
a definite color weakness on the three 
color blindness charts on which he was 
tested—the Ishihara, the American Op- 
tical Company’s Pseudo-Isochromatic, 
and the Dvorine color blindness charts 
when first tested. After five weeks of 
training on the Dvorine training charts 
under the conditions described above, the 
subject was able to read these three charts 
without error. 


DISCUSSION 


These three charts are all constructed 
on the same principle—i.e., they are 
pseudo-isochromatic figures. Precisely 
what they test is a matter of dispute. It 
is a question whether they test a color 
weakness merely, or whether they test a 
color-form weakness. From this work, it 
appears that the problem is one of dis- 
tinguishing a figure on a ground and 
therefore is a color-form problem. The 
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success of the training on the Dvorine 
charts is quite real, but it appears to be a 
result of training in color-reading rather 
than in color-sensitivity per se. This is 
to say, the subject seemed to gain skill 
in reading these charts through taking 
up certain attitudes toward them, such as 
slowing up his response and waiting for 
the completion of the figure ; and through 
making use of whatever discriminanda 
were present. These discriminanda con- 
sisted in whatever differences in intensity 
or color were available to the subject—but 
differences which he was not using when 
first tested. In other words, instead of 
improving color-sensation, this training 
simply made his skill in perceiving the 
differentia available. He was able, there- 
fore, by this training, to “read” color 
more accurately from the available dis- 
criminanda, just as a child comes to make 
fewer errors and to read better through 
practice on the discriminanda of the 
printed word. 


SUMMARY 


A subject showing definite color weak- 
ness on the Ishihara, Pseudo-Isochromatic 
and Dvorine color charts was given five 
weeks training on the Dvorine charts un- 
der conditions outlined above. On com- 
pletion of training, the subject was able 
to read all charts without error. 





A NOTE ON PATTERSON’S ARTICLE, “THE WECHSLER- 
BELLEVUE SCALE AS AND AID IN PSYCHIATRIC 
DIAGNOSIS’* 


SOL L. GARFIELD 
Veterans Administration Hospital, Mendota, Wisconsint 


It is readily apparent from appraisal 
of recent publications that we are in the 


* Patterson, C. H. The Wechsler-Bellevue 
Scales as an aid in psychiatric diagnosis. J. Clin. 
Psychol., 1946, 2, 348-353. 

7 Published with permission of the Chief 
Medical Director, Department of Medicine and 
Surgery, Veterans Administration, who assumes 
no responsibility for the opinions expressed or 
conclusions drawn by this author. 


midst of an era of diagnostic testing. 
This undoubtedly reflects an expansion 
of the activities of the clinical psycholo- 
gist as well as a more intimate contact 
with psychiatric personnel. The emphasis 
on the practicality of psychological test 
data as well as the contribution they may 
make in the future to the clinical study 
of personality disorders is something to 
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be considered and encouraged. Never- 
theless, scientific procedures and analyses 
should not be submerged heedlessly to 
provide an outlet for current enthusiasms. 

At present one is confronted with sev- 
eral articles on the diagnostic efficiency 
of the Wechsler-Bellevue Scale of Adult 
Intelligence. Although as yet there do 
not appear to be clearly defined and vali- 
dated patterns for the various diagnostic 
groups, some psychologists are claiming 
a high degree of diagnostic accuracy for 
the test. Such a view is taken by Patter- 
son in his recent article on “The Wech- 
sler-Bellevue Scale as an Aid in Psychia- 
tric Diagnosis.” In a study of 50 cases 
he compared his “blind” { interpretations 
with the diagnoses offered by the psychia- 
trists and concluded that there was good 
or “partial agreement” in 78 per cent of 
the cases. Such agreement would be con- 
sidered significant by most clinicians. 
However, an examination of his data 
leads one to question his use of the term 
“partial agreement.” Let us take his 
first case as an example. The test diag- 
nosis is “Anxiety ; psychopathic personal- 
ity; psychotic trends.” The accompany- 
ing psychiatric diagnosis for this case is 
“Schizophrenia, unqualified”—and this is 
considered to be partial agreement! It 
would appear that a variety of different 
psychiatric diagnoses would also be con- 
sidered as “partial agreement” since the 
test interpretation is so broad and inclu- 
sive. Used this way, it is difficult to see 
the practical significance of “partial 
agreement.” The more diagnostic cate- 
gories utilized in the test diagnosis, the 
greater the probability of obtaining “‘par- 
tial agreement.” 

Additional cases of questionable agree- 
ment and inconsistencies can be cited for 
further illustrations. In case 4, the test 
diagnosis is “Organic pathology; schizo- 

7 It should be mentioned that Patterson does 
not use the term “blind” as it has commonly 
been used in studies of projective tests. He not 
only administered the tests, himself, to over half 
of the subjects but, as he states, “Diagnoses were 
based upon observation of behavior, the qualita- 
tive test performance, and score patterns” (p. 
349). Observation of behavior and qualitative 
test performance, of course, are possible with 


most clinical tests and such values cannot be at- 
tributed solely to the Wechsler-Bellevue Scale. 


phrenia, paranoid.” The accompanying 
psychiatric diagnosis of “Psychosis with 
disease of the brain” is considered as com- 
plete agreement. However, case 19, with 
a test diagnosis of “Organic (toxic) con- 
fused state ; schizophrenia,” is considered 
to be in partial agreement with a psychia- 
tric diagnosis of “Schizophrenia, unquali- 
fied.” Another instance of lack of con- 
sistency is seen in cases 23 and 27. Both 
of these cases are given identical test diag- 
noses of “Schizophrenia (Mental de- 
ficiency).” The resultant psychiatric 
diagnoses of “Schizophrenia, unqualified” 
and “Psychosis with mental deficiency” 
respectively are both considered as cases 
of essential agreement. In case 33, a 
“Possible neurosis or pre-schizophrenia” 
is considered to be in partial agreement 
with a psychiatric diagnosis of “No dis- 
ease found.” Perhaps such additional 
and varying diagnoses as psychoneurosis 
and schizophrenia would have been con- 
sidered also as instances of partial agree- 
ment in this case. The lack of precision 
in both the test diagnoses and in the 
evaluation of agreement between test re- 
sults and psychiatric diagnoses seriously 
weakens the value of this study. Further- 
more, some of the diagnoses offered to- 
gether as a test diagnosis are usually con- 
sidered to be separate clinical categories 
rather than related aspects of the same 
syndrome. Additional examples of this 
are seen in case 32 where the test diag- 
nosis offered is that of “anxiety state, pre- 
psychotic; schizophrenia, paranoid,” and 
in case 48 where the test diagnosis is 
“Neurosis ; psychopathic personality ; pos- 
sible organic pathology.” Certainly the 
several parts of the individual diagnoses 
are somewhat distinct and different in 
terms of common clinical usage. The 
examiner may have been offering sev- 
eral diagnostic possibilities but no men- 
tion of this appears in the article and all 
possibilities are presented as a single test 
diagnosis. 

It should be mentioned also that the 
listing of many diagnostic groups as the 
test diagnosis does not demonstrate the 
value of the test as an aid for differential 
diagnosis. As the author himself states, 
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“If the test is to prove of value in psy- 
chiatric diagnoses, it must be able to dis- 
criminate between borderline and normal 
cases, and between ambiguous types of 
abnormalities. It is just here that dem- 
onstration of the value of the test is 
needed” (p. 348). Such demonstration 
is not seen in the results presented by 
Patterson. As has already been stated, if 
a great many diagnostic possibilities are 
offered by the examiner, there appears 
to be little value in attempting a study of 
diagnostic agreement. If a test is to be 
used as an aid in differential diagnosis it 
must favor some possibilities and rule out 
others. It cannot mention a neurosis, a 
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functional psychosis and an “organic” 
psychosis simultaneously. Thus the 
agreement reported by Patterson is not 
impressive, for if one carefully analyzes 
the data presented in this study, he must 
conclude that the agreement between the 
test diagnoses and psychiatric diagnoses 
is considerably less than 78 per cent. 
Therefore, in terms of the data presented, 
this critic finds no scientific support for 
Patterson’s conclusion that, “in practical 
situations the Wechsler-Bellevue Scale 
can be of considerable assistance to the 
psychiatrist in reaching a diagnosis in 
borderline and mixed cases of mental dis- 
ease” (p. 353). 





THE AMERICAN PSYCHOPATHOLOGICAL ASSOCIATION 


SAMUEL W. HAMILTON 
Secretary, American Psychopathological Association 


In the early part of this century 
eastern Massachusetts might have been 
called the seat of a school of psycho- 
pathology. Dr. Morton Prince was in 
the center of the movement. His col- 
lege thesis in 1885 was entitled “Ma- 
terial for Consciousness.” After his 
practice was established, it was his cus- 
tom for years to entertain at his home 
a group of friends called the Psycho- 
pathic Club. He studied the human 
mind and wrote, published, discussed 
and stimulated study on the part of 
others. The enterprising members of 
this group included G. Stanley Hall, 
the Taylors, Sidis, Donley, Coriat and 
Waterman. An injustice is done in not 
making the list much longer, but these 
fine men—of whom but few still sur- 
vive—illustrate the type who formed 
this Association. They lived in the 
most productive center. 

The organization was actually formed 
in the city of Washington. In May, 


1910, a meeting of the American Neu- 
rological Association preceded the 
Medico-Psychological Association. Be- 
tweentimes, on May 2, the Psycho- 
pathological Association was organized. 
The recollection of one who attended 
the meeting is that about fifty were 
present; some had to stand, for the 
room was not large. From that time 
the Association has held yearly meet- 
ings except in 1920 when something 
kept too many would-be participants 
from attending. For several years the 
meetings were held right before or after 
the American Neurological Association, 
since most of the members belonged 
also to the older society. Later meet- 
ings were held with the American Psy- 
chiatric Association and since 1938 two- 
day sessions have been held independ- 
ently, though the Association prefers 
the agreeable continguity of similar 
groups. 

Due to lack of records of the mem- 
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bership in the earlier years it cannot be 
told with confidence when the first psy- 
chologist joined the organization. L. 
Eugene Emerson and Lydiard H. Hor- 
ton were long in the membership and 
active in its programs. Dr. Emerson 
had for ten years been secretary at the 
time of his death in 1939. At the pres- 
ent time eleven psychologists are mem- 
bers, Dr. Frederic L. Wells being presi- 
dent, and Dr. Joseph Zubin, treasurer. 

The early organization was some- 
what informal, but in 1915 a constitu- 
tion was adopted as drafted by a com- 
mittee that had been appointed five 
years earlier. It states as the Associa- 
tion’s functions : 


The object of this Association shall be to 
promote the study of the scientific problems 
of abnormal psychology, which will include: 
the study of phenomena arising from ab- 
normal mental processes; the study of such 
organic pathological conditions as are di- 
rectly connected with abnormal mental proc- 
esses; and the study of means which may 
remove or modify the social or individual 
factors operating in the production of mental 
diseases. The Association shall also en- 
courage the study of the relationship between 
psychopathological and social or cultural 
problems. 


Candidates are elected upon written 
nomination by two active members. 
The limit of membership has twice been 
raised and now stands at 150. As far 
as programs are concerned, the Asso- 
ciation has always been hospitable to 
those outside its membership who could 
contribute the results of study, and 
membership in many cases has followed 
an invitation to address the Associa- 
tion. The Constitution provides that 
members who are absent three succes- 
sive years without presenting a satis- 
factory excuse shall be dropped. The 
roster being nearly full it is necessary 
for those who are no longer able to par- 
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ticipate in the affairs of the Association 
to make room for new members who 
can be more active. Members of fif- 
teen years’ standing may, on request, 
become associates without responsibili- 
ties. 

Officers are elected yearly, and no 
traditional line of promotion has been 
followed. The Council consists of seven 


‘members and includes the elected offi- 


cers. It is the executive body of the 
Association. Recently, however, it has 
been found advisable to set up commit- 
tees on program and membership. 

The Association has had its lean days 
as well as its prosperous ones. About 
twenty years ago following several joint 
meetings with the American Psychiatric 
Association an effort was made to con- 
vert the organization into a section of 
the larger organization. At first it 
looked as if this might be done but 
when it transpired that members who 
were not physicians would have to be 
dropped, the Association decided to 
continue its independent existence. 
Membership fell in the next few years 
to about 80 but then increased to a 
higher level than ever before. The 
residences of members are scattered 
from New Hampshire to California but 
the largest number are on the north 
Atlantic seaboard and meetings are 
most often held in that region. 

The list of communications presented 
at the meetings of these 36 years cov- 
ers the wide range of topics implicit 
in the Association’s stated purposes. 
In 1914 the president said that the 
vast proportion of dynamic psycho- 
pathology in the United States and 
Canada during the last year had come 
from this Association. Psychoanalytic 


concepts were early considered and out- 
side the American Psychoanalytic So- 
ciety (which was founded by members 
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of this Association in 1911), the Psy- 
chopathological Association maintained 
for some years the only platform from 
which psychoanalytic papers could be 
presented. The list of participants in 
the programs is almost a catalog of the 
American proponents of dynamic psy- 
chiatry. One may mention that the 
unconscious was often a subject of dis- 
cussion, that anxiety was under consid- 
eration in 1911, that so early as 1912 
the Association discussed psychogenetic 
juvenile disorders—some years before 
the first child guidance clinic was organ- 
ized. A notable presidential address in 
1919 was entitled “The Psychopatholo- 
gist and His Responsibility.” Other 
topics have been phobias, hysteria, stut- 
tering; rapport, symbolism, homosexu- 
ality ; the empathic index, metaphysics, 
the morality of psychoneurotics, social 
images, sex development and education ; 
the study of personality, heredity of 
certain psychoses, obsessive movements, 
divorce, different types of dementia; 
physical constitution, the scientific 
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method, education of defectives, phylo- 
analysis, the teaching of medicine. Dr. 
Prince’s last presentation to the Asso- 
ciation was entitled “Awareness, Con- 
sciousness, Co-consciousness and Ani- 
mal Intelligence, from Point of View 
of the Data of Abnormal Psychology.” 
The 1946 meeting was devoted to a 
symposium on epilepsy. 

This Association has avoided great 
size. Its virtue has been the gathering 
of a group small enough so that discus- 
sion need not be restricted. Most psy- 
chologists prefer to report elsewhere, 
but some whose professional relations 
are largely with psychiatrists have en- 
joyed and contributed materially to the 
work of this Association. At its an- 
nual sessions any person is welcome 
who has a professional interest in the 
problems discussed. All clinical psy- 
chologists certainly belong in this cate- 
gory. The 1947 meeting will be held 
June 6 and 7 at Hotel Commodore in 
New York City. The topic is “Failures 
in Therapy.” 
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COMMENT 





It is not too early for clinical psycholo- 
gists to begin to ponder about their status 
in relation to the socialization of medicine 
and other healing arts. At a time when 
organized medicine is waging an all-out 
battle against government control and so- 
calization, it appears that clinical psychol- 
ogy is in danger of being completely con- 
trolled by governmental agencies on fed- 
eral and state levels. The tremendous 
programs of the Veterans Administration, 
United States Public Health Service and 
the Federal Security Agencies threaten to 
dominate the development of our profes- 
sion for several years to come both in 
terms of the numbers of individuals in- 


volved and the relatively high salary levels 
which have been established by Federal 
agencies. The situation is further com- 
plicated by the fact that the entire mental 
health movement has largely developed 
under governmental auspices because of _ 
the inability of private agencies to handle 
problems of such magnitude. 
that the largest number of clinical psy- 
chologists are now and will be working in — 
federal, state and municipal agencies; 

thus, they may be considered to be already 
under a socialized system. Organized 
medicine, as represented by the American 
Medical Association, has firmly asserted 
its position that bureaucratic control of 








It appears | 








i 








' Ww TF FP eee ee hl — Vv 


EDITORIAL COMMENT 


medical practice is totally undesirable and 
that the profession must be free to deter- 
mine its own policies. Experience with 
European experiments in socialized medi- 
cine has yielded abundant evidence that 
the abuses connected with their adminis- 
tration and practice far outweigh the ad- 
vantages. Psychologists who have served 
in the military services will recognize the 
dangers inherent in regimentation and 
regulation. The temporary advantages 
connected with economic security and a 
relatively high financial subsidy may soon 
be outweighed by the loss of personal 
initiative and self-regulation which are 
inevitably associated with becoming an 
impersonal cog in a regimented organiza- 
tion. The psychological program of the 
Veterans Administration appears to be 
currently headed by high type personnel 
with an inspired view of things to come 
but it remains to be seen whether it can 
escape the doldrums in which the VA 
found itself between World Wars I and 
II when red tape and inefficiency reached 
such heights that few genuinely competent 
professional men could be persuaded to 
enter the work. Socialization is a topic 
which should concern all practicing psy- 
chologists and our professional associa- 
tions. a S.'e. 
sf 


Which of our great universities will be 
foresighted and courageous enough to act 
as pathfinder by establishing a profes- 
sional school of clinical psychology com- 
parable to existing schools in the fields of 
medicine, dentistry, optometry, pharmacy, 
journalism, law or architecture? Devel- 
opments in clinical psychology are occur- 
ring so rapidly that the informal prewar 
plan of graduate education is long since 
outdated and entirely inadequate to handle 
the demands for professional training. 
The recent efforts of the Committee on 
Graduate and Professional Training of 
the APA are very commendable as far 
as they have gone but their scope is en- 
tirely too limited and there appears to 
have been some tendency to gloss over the 
inadequacies of the current curricula of 
many of the major departments. In our 
opinion, what is needed is an all-out effort 
to organize a number of good professional 
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schools of clinical psychology. The time 
is past when university departments can 
be depended upon to do the job with the 
limited resources at their disposal, par- 
ticularly since only a small part of the 
departmental resources can be assigned 
to any one field. Very few departmental 
executives have the high-powered clinical 
orientation which is needed to administer 
a professional school of high calibre. Pro- 
fessionai education requires specialized 
procedures which are very different from 
the ivory-tower style of graduate educa- 
tion. Many of our graduate departments 
are still so lately separated from philoso- 
phy or education that their methods are 
academically rather than professionally 
oriented. It is not sufficient to recognize 
the coming of age of clinical psychology 
by adding a few more courses and in- 
structors to existing facilities. The re- 
cent development of the fields of profes- 
sional social work or occupational therapy 
offer patterns concerning what is almost 
certain to evolve in clinical psychology. 
It may be predicted that considerable op- 
position to the organization of profes- 
sional schools of clinical psychology will 
arise particularly from academicians who 
will be loath to see control of such an im- 
portant activity slip from their hands. 
With some justification it will be argued 
that clinical psychology cannot be sepa- 
rated from experimental psychology. 
Nevertheless, it is difficult to visualize 
how the needs of our field can be met 
without some such imaginative break with 
the past. ¥.¢. 4 
5 


In planning internship and outpatient 
experiences in the training of clinical psy- 
chologists, it seems essential to provide 
some plan of rotation so that the student 
gains intimate experience with all of the 
types of clinical problems which he will be 
later called upon to work with. First, he 
needs a broad contact with problems of 
mental deficiency since in the field of psy- 
chometrics he will be dealing primarily 
with mental defects. It will be desirable 
to join the American Association on Men- 
tal Deficiency in order to keep abreast of 
the latest theory and research in this spe- 
cialty. Second, he will need mental hos- 
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pital experience to provide a first-hand 
knowledge of the basic patterns of men- 
tal disorder including alcoholism and psy- 
chopathic personality. Third, opportunity 
should be provided for work in school 
systems where remedial problems in 
speech, reading and other subjects are 
encountered. Fourth, experience in a 
recognized child guidance clinic would 
provide not only an intimate contact with 
the psychopathology of childhood but 
would also yield valuable experience from 
working as a member of the clinical team 
including psychiatrists and social work- 
ers. Fifth, it will be desirable to gain ex- 
perience in the counseling and psycho- 
therapy of normal adults. Sixth, the stu- 
dent should be at least oriented to special 
problems relating to epilepsy, orthopedics, 
cardiacs, old age and other specialties in 
which clinical psychology may have more 
limited application. 

It is our opinion that a rotating intern- 
ship or training program should be organ- 
ized to introduce the student to the vari- 
ous specialties in roughly the order out- 
lined above. Too early contacts with 
therapy and other complex problems tend 
to cause the student to overlook the more 
basic, and sometimes less interesting, sub- 
jects. This sequence of clinical experi- 
ences may be regarded as a minimum com- 
patible with well-rounded training. Even 
though the student may not choose to 
specialize in any of these fields, it is es- 
sential that he have enough experience so 
that he is oriented to any problem with 
which he may be confronted. F.C. T. 

7 


It is to be hoped that the American Psy- 
chological Association will shortly an- 
nounce its official policy concerning the in- 
clusion of technical courses in clinical psy- 
chology in the undergraduate curriculum. 
The need for such action is indicated by 
an unprecedented increase in popular in- 
terest in counseling, psychotherapy and 
other technical procedures and which has 
been met by the organization of “short” 
courses which may be elected by under- 
graduates majoring in psychology. This 
trend was stimulated during the war by 
abbreviated courses in counseling proce- 
dures for military personnel and in the 


EDITORIAL COMMENT 


post-war period by brief volumes purport- 
ing to train those whose work brings them 
in contact with the returned serviceman. 
The professional psychologist will imme- 
diately recognize the dangers inherent in 
releasing multitudes of poorly trained 
counselors upon an unsuspecting public 
which is unable to differentiate between 
competent and incompetent personnel. It 
is to be hoped that this trend will be cor- 
rected before sufficient harm is done to 
bring discredit upon all the psychological 
sciences. As a partial step toward ac- 
complishing rigid standards for training, 
it seems desirable to limit training in clini- 
cal psychology to graduate levels of educa- 
tion. Scientific psychology is too complex 
a subject for the beginning student to 
do more than acquaint himself with basic 
science. Too many self-styled psycholo- 
gists have attempted psychometrics with 
only an undergraduate course or brief 
training in a normal or teacher’s college. 
The sudden emergence of vocational and 
other types of counseling has resulted in 
the utilization of even more sketchily 
trained personnel, there being cases in 
which this work is done by otherwise bur- 
dened high school teachers whose only 
qualification is an interest in the work. 
In contrast with the informal education 
possessed by many psychological and 
educational workers are the high stand- 
ards currently required of students of so- 
cial work and psychiatry. We must pro- 
tect our professional birthright by insist- 
ing that professional education is limited 
to graduate levels. Institutions giving 
undergraduate training must limit them- 
selves to general orientation courses which 
acquaint the student with basic science. 
F.C. . 
t 

The objective researches carried on by 
the University of Indiana’s Dr. A. C. 
Kinsey on the sex behavior of represen- 
tative samples of the American popula- 
tion deserve the most careful appraisal by 
all psychological scientists. In scope these 
studies are the most extensive ever at- 
tempted in a rigidly controlled scientific 
investigation. The preliminary results as 
presented before the 1946 convention of 
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the American Psychological Association 
are extremely significant and go far to 
provide objective evidence in support of 
the Freudian conception of sexuality. It 
is anticipated that when the complete re- 
sults are analysed and assimilated, the 
chapters on the psychology of sex in our 
standard textbooks will be completely re- 
vised with more emphasis on the dynamic 
psychology evolved by the psychoanalysts. 

It is to be hoped that Dr. Kinsey’s 
findings will be conservatively interpreted 
to the general public in order to avoid re- 
actions of excess which are frequently as- 
sociated with new discoveries. Some of 
the facts uncovered by these studies are 
startling even to professional psycholo- 
gists and are susceptible to exaggerated 
dramatizations and distortions by laymen. 
For example, the finding that various pat- 


terns of sex behavior have a higher in- 
cidence in the population than was gen- 
erally believed requires conservative in- 
terpretation in order to avoid a wave of 
liberalism and promiscuity among those 
who would rationalize their behavior on 
the grounds that what is common must be 
right. It may suddenly become stylish 
to be liberal in sex behavior when these 
matters become publicized as young 
people begin to read scientific accounts 
of matters with which they had formerly 
been only dimly aware. It will indeed re- 
quire a mature personality to interpret 
the significance of this new data in a psy- 
chologically healthy manner. In our opin- 
ion, it will be very desirable to conduct 
supplementary researches to discover how 
men can control as well as express their 
biological urges. Fic. & 
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Lanpis, C. and Bottes, M. M. Textbook 
of abnormal psychology. New York: 
Macmillan, 1946, pp. 576. $4.50. 


The senior author is professor of psy- 
chology at Columbia University and Prin- 
cipal Research Psychologist at the N. Y. 
State Psychiatric Institute and Hospital. 
In collaboration with a former assistant 
he has written a scientifically oriented 
text which authoritatively covers the field. 
Three introductory chapters are con- 
cerned with an introduction to the ter- 
minology and basic concepts which are 
used to describe mental abnormality. 
Fourteen chapters present selected facts 
and illustrative case histories concerning 
the principal diagnostic categories includ- 
ing the psychoses, psychoneurosis, epi- 
lepsy, mental deficiency, psychopathic per- 
sonality and other pathological states. In- 
cluded in each chapter are statistical data, 
historical summaries, and abbreviated dis- 
cussions of the anatomical, biochemical, 
physiological and psychological factors in 
each pattern of disorder. Chapters 


XVIII, XIX and XX discuss the basic 


explanatory concepts of heredity, cultural 
and sociological factors, and development 
in relation to abnormal personality. Seven 
chapters deal with psychopathology, while 
eight concluding chapters review the con- 
tributions of education, law, medical psy- 
chology, psychotherapy and mental hy- 
giene to our basic understanding of ab- 
normal behavior. The text is carefully 
annotated and selected references are in- 
cluded at the end of each chapter. A 
glossary is found at the end of the book 
which includes definitions of the princi- 
pal technical terms used in the volume. 
There are 19 plates of historical person- 
ages and types of patients. The indexes 
are adequate and the work sets a high 
standard of the printer’s art. This book 
may be recommended as a basic text in 
abnormal psychology and psychopathol- 
ogy for students in psychology, education, 
medicine and other professions. Its ori- 
entation is genuinely eclectic and con- 
servative. The selection of material is 
well chosen and includes much that is 
new. 
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Britt, A. A. Lectures on psychoanalytic 
psychiatry. New York: Knopf, 1946, 
pp. 305. $3.00. 

Dr. Brill’s position as the founder of 
psychoanalysis in America and one of 
Freud’s most earnest followers makes 
him a recognized authority in interpreting 
the development of psychoanalytic psy- 
chiatry. This volume consists of a series 
of ten lectures comprising a course given 
by Dr. Brill at the New York Psychiatric 
Institute for many years. The lectures 
appear to have been transcribed verbatim 
and are presented in a delightfully in- 
formal style which makes for easy read- 
ing and continued interest. Included are 
many revealing anecdotes concerning his 
early experiences as a student and co- 
worker with Bleuler, Freud, Jung, Abra- 
ham, E. Jones and many other promi- 
nent figures. Although adhering to 
orthodox Freudianism with many over- 
dogmatic statements and extreme gen- 
eralizations from single cases which might 
be questioned by experimental psycholo- 
gists, this work is eminently suited as a 
reference reading for students and as a 
sourcebook of Freudian theory for more 
advanced readers. Included are many in- 
formally discussed case reports which 
beautifully illustrate the Freudian meth- 
ods of depth analysis. 


TuHornton, N. Problems in abnormal be- 
havior. Philadelphia: Blakiston, 1946, 
pp. 244. $2.00. 


This little book by an author whose pro- 
fessional qualifications are not listed in 
the book (and who is unknown to the re- 
viewer) is a psychoanalytically oriented 
review of abnormal psychology for the 
layman. The style is informal and 
pseudoscientific with many broad gen- 
eralizations which represent only the au- 
thor’s opinions. This book will have little 
value for serious students of clinical psy- 
, chology. 


Brinces, J. W. Psychology: Normal and 
abnormal. New York: Pitman, 1946, 
pp. 470. 


The author is Senior Professor in the 
Social Sciences Division of Sir George 
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Williams College (Montreal, Canada). 
Believing that normal and abnormal psy- 
chology are better grasped when studied 
together, this introductory textbook in- 
cludes an eclectic but somewhat outdated 
selection of materials from all schools of 
psychology. Although a few references 
to the recent literature are cited, the gen- 
eral orientation and style of presentation 
is that of the early twenties. The illus- 
trations are too few and not new. In- 
sufficient use has been made of illustra- 
tive material and case histories. Suffi- 
cient research material is now available on 
almost all phases of psychology so that 
the student can be presented with the fac- 
tual results of actual experiments rather 
than uninspired essays in which the sci- 
entific kernel of modern psychology is 
lost. 


Bortsen, A. T. Problems in religion and 
life. New York: Abingdon-Cokes- 
bury Press, 1946, pp. 159. 


Dr. Boisen ‘is well known for his efforts 
in establishing a clinical training program 
for theological students. His long con- 
tacts with problems of mental maladjust- 
ments make him a recognized authority in 
relating religion to actual problems of liv- 
ing. This little book is intended to pro- 
vide ministers with basic outlines for 
studying the psychosocial problems of 
the community and his people. Assuming 
little or no basic psychological knowledge, 
the reader is introduced to theologically 
oriented applications of modern psychol- 
ogy. 


Brau, A. The master hand. Amer. 
orthopsychiat. Ass. Monogr., 5, 1946, 
pp. 206. 

Dr. Blau is Assistant Clinical Professor 

of Psychiatry at the New York Univer- 

sity College of Medicine, and chief psy- 
chiatrist at the university clinic. He has 
written an authoritative monograph on 
the origin and meaning of handedness 
with special reference to personality de- 
velopment and language. On the basis of 
an exhaustive survey of the literature sup- 
ported by his own observations, it is con- 


‘cluded that the basic problems are related 


to lateral dominance or preferred lateral- 
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ity which is not an inherited trait but 
may develop from faulty education, emo- 
tional negativism, or as a compensation 
for an inherent deficiency. Because cere- 
bral dominance is a psychosomatic trait 
determined by function and habit, it is 
stated that the alleged dangers of retrain- 
ing are nonexistent. Where sinistrality 
is a neurotic symptom, ztiological emo- 
tional or environmental disturbances 
should be treated. 


TEAGARDEN, F. M. Child psychology for 
professional workers. New York: 
Prentice-Hall, 1946, pp. 613. 

This is the revised edition of a text which 
received wide acclaim since its first ap- 
pearance in 1940. Numerous plates, 
tables, figures and 700 new references 
have been added together with illustrative 
material carefully selected for its prac- 
tical significance. This is a practical, up- 
to-date text with an applied rather than 
an academic orientation. In more than 
name is it a Child Psychology for profes- 
sional workers. 


HarrIMAN, P. L. (Ed.) Twentieth cen- 
tury psychology. New York: Philo- 
sophical Library, 1946. Pp. 712. $6.00. 

This is a collection of 25 essays by promi- 

nent psychologists discussing important 

problems in the fields of general, the- 
oretical, social, animal, experimental, ab- 
normal, differential and child psychology. 

It is intended as a reference work for 
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the general reader who wishes to know 
what modern scientific psychology is con- 
cerned with. The six papers on abnormal 
psychology constitute valuable reference 
material for the clinical psychologist. 
The usefulness of this book will be limited 
by its high price which puts it beyond the 
reach of most students. 


Garrison, K. C. The psychology of 
adolescence. New York: Prentice- 
Hall, 1946, pp. 355. $4.65. 

This is the third edition of a text which 
has received wide acceptance. Its sci- 
entific experimental orientation will be 
of value not only as a source of reliable 
information but also as a personal help 
to older adolescents in solving their own 
problems of living. 


Lanois, P. H. Adolescence and youth. 
New York: McGraw-Hill, 1945. Pp. 
470. $3.75. 


This is a scientifically-oriented reference 
work relating to the process of maturing 
written by the Dean of the Graduate 
School at the State College of Washing- 
ton. In contrast with earlier works stress- 
ing physiological maturation, Dr. Landis 
places major theoretical emphasis on psy- 
chosocial aspects of development with par- 
ticular reference to the specific problems 
of children living in urban, town and rural 
environments. Comprehensive bibliogra- 
phies and questions for review and dis- 
cussion are included at chapter endings. 
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The annual meeting of the American 
Psychopathological Association will be 
held at the Hotel Commodore in New 
York City on June 6 and 7, 1947. 

7 

The United States Civil Service Com- 
mission, Washington, D. C., announces 
examinations for probational appoint- 
ments to the positions of Clinical Psychol- 
ogist ($4,149 to $7,102 a year) and’ Re- 
search Psychologist ($4,902 to $9,975 a 


year). Forms may be obtained from any 
first or second class post office or from the 
United States Civil Service Commission, 
Washington 25, D. C. 


7 


Dr. Rupo_ten Lassner, formerly at the 
State Training School, Red Wing, Min- 
nesota, has been appointed Senior Clinical 
Psychologist to the Department of Re- 
search of the Training School at Vineland, 
N. J. 
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On May 2 and 3, 1947, Syracuse Uni- 
versity in cooperation with the George 
Davis Bivin Foundation is conducting the 
first annual conference on mental hygiene 
and problems of exceptional children. 

7 


The Institute for Human Adjustment 
at the University of Michigan announces 
the appointments of Dr. Ctrype H. 
Coomss as Research Psychologist in the 
Bureau of Psychological Services, and of 
Dr. R. M. W. Travers as University Ex- 
aminer in the Bureau of Psychological 
Services. 

A 


Applications are invited for five intern- 
ships in clinical psychology at the Wor- 
cester State Hospital and one at the Wor- 
cester Child Guidance Clinic. These are 
full-time appointments for a period of 
one calendar year and commence either in 
July or September. The positions carry 
no cash stipend but provide complete 
maintenance, including room, board, 
laundry and medical care. Applicants 
with graduate training in psychology at 
least equivalent to that required for the 
Master’s degree are preferred, but for 
the present consideration will in special 
cases be given to those having less gradu- 
ate training or experience in psychology. 

The intern receives detailed supervised 
instruction and training in clinical psy- 
chology, including its theoretical, techni- 
cal, administrative and interpretative as- 
pects. The intern is expected to cooper- 
ate in departmental and hospital research 
projects and to carry a research project 
during the year. Opportunities are pro- 
vided for attendance at a wide range of 
staff meetings, seminars and lectures in- 
volving a number of related fields, such 
as psychiatry, social work, child guidance, 
medicine, physiology, etc. 

Applications should be submitted to 
Dr. Error H. Ropnicx, Worcester State 
Hospital, Worcester 1, Massachusetts. 

vy 


Junior and Senior Externships at the 
Wichita Guidance Center. The Wichita 
Guidance Center announces that one Jun- 
ior and one Senior Externship in Clinical 
Psychology will be open on or before 


June 1, 1947. The Junior Externship 
provides a supervised experience in the 
administration, interpretation and use of 
psychological tests, supervision in reme- 
dial reading and the opportunity to par- 
ticipate in all case conferences and other 
staff activities. This Externship is de- 
signed to prepare the individual for work 
as a psychological examiner. Appoint- 
ment will be made for a one year period. 
The stipend is $100.00 a month. Eligible 
are persons with a Master’s Degree in 
clinical psychology, or those who lack 
only supervised field experience to com- 
plete this degree. The Senior Externship 
is open to applicants who have a Ph.D. 
Degree in Psychology or are completing 
this degree and are in need of a super- 
vised field experience preparatory to in- 
dependent and responsible work on a pro- 
fessional level as a clinical psychologist. 
Applicants must be ready for the respon- 
sibility of handling, under supervision, 
clients on both a diagnostic and treatment 
basis. This Externship is offered for a 
one year period and carries a stipend of 
$150.00 a month. Both Externships may 
be renewed at the expiration of the ap- 
pointment periods or lead to positions on 
the staff. Inquiries about externships and 
requests for a suggested outline for ap- 
plicants should be made to Dr. Jerry W. 
Carter, Jr., Director, Wichita Guidance 
Center, 3422 East Douglas Avenue. 
Wichita 8, Kansas. The Wichita Guid- 
ance Center also has an opening for a 
half-time Consulting Psychiatrist. The 
demand for psychiatric services in the 
community are such as to assure a person 
as much private practice during the other 
half-time as one can possibly handle. In- 
terested persons are invited to communi- 
cate with Dr. Jerry W. Carter, Jr., Direc- 
tor, Wichita Guidance Center, 3422 East 
Douglas Ave., Wichita 8, Kansas. 
: 7 

A position is available as clinical psy- 
chologist at the Norfolk (Va.) Mental 
Hygiene Center. The salary range is 
$2,000-$3,000. Applicants should write 
to Dr. W. H. Kerry, Norfolk Mental 
Hygiene Center, 300 W. Freeman St., 
Norfolk, Va. 
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